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Summary 
This thesis presents three papers united by a common focus on the experiences of 
individuals with severe and enduring mental illness (SEMI).   
Chapter 1 presents a systematic review exploring befriending interventions for 
individuals with SEMI.  Database searches identified 20 relevant studies; seven 
studies of volunteer befriending (VBF) and thirteen studies which used befriending 
control therapy (BCT) in trials of Cognitive Behavioural Therapy (CBT).  These 
studies were limited by methodological problems, particularly oversampling.  Initial 
findings indicate that VBF provides increased social support but has little effect on 
clinical outcomes.  When successful, VBF may provide increasing benefits over time.  
Studies investigating BCT found that it often performed comparably to CBT, 
indicating that BCT represents an active therapy rather than a control condition.  
These findings suggest that social support can have considerable benefits for 
individuals with SEMI.    
Chapter 2 presents an empirical study examining the experience of Christians 
diagnosed with psychosis.  Semi-structured interviews with eight participants were 
analysed using Interpretative Phenomenological Analysis, producing two 
superordinate themes.  The first theme describes participants’ struggle to find 
meaning and certainty amidst the confusion of psychotic illness.  Participants 
described faith as both exacerbating and alleviating this confusion.  The second 
theme describes participants’ search for acceptance from others.  Participants 
described encountering unhelpful attitudes held by mental health professionals 
(MHPs) and other Christians, leaving them feeling devalued.  By contrast, when 
professionals and Christians were accepting and supportive participants described 
feeling more fully human.  This study highlights the importance of MHPs 
considering patients’ spiritual needs and suggests that Christians with psychosis 
may be a significantly marginalised and misunderstood group. 
Chapter 3 presents a reflective account of the researcher’s experiences in 
conducting the empirical study presented in Chapter 2.  The focus of this paper is 
on the researcher’s experience of managing the roles of Psychologist, Researcher 
and Christian. 
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1.1 Abstract 
Individuals with Severe and Enduring Mental Illness (SEMI) are often socially 
isolated and may lack social skills.  In addressing these problems psychosocial 
interventions may be beneficial.  Befriending is a widely used psychosocial 
intervention providing supportive social contact.  One previous review found that 
befriending reduces symptoms of depression and distress, however no reviews 
have yet examined befriending in the SEMI population.  This paper systematically 
reviews studies investigating befriending as an intervention for SEMI. 
Seven databases were searched, identifying twenty studies.   Seven studies 
investigated volunteer befriending (VBF) and thirteen studies used befriending 
control therapy (BCT) in trials of Cognitive Behavioural Therapy (CBT).  Studies 
suffered from various methodological limitations including limited power and 
oversampling.  Overall more original research is needed in this area.   
Although limited, current evidence suggests that VBF provides increased social 
support but has little effect on clinical outcomes.  However studies may 
underestimate the benefits of VBF, which appear greater in successful befriending 
matches.  Future studies of VBF should evaluate longer interventions and use more 
naturalistic designs.  Studies investigating BCT found that it performed comparably 
to CBT, although CBT often produced larger or more durable effects.  These findings 
indicate that BCT represents an active therapy providing unstructured social 
support.   
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Systematic Review.   
 
1.2. Introduction 
1.2.1  Definitions and Terminology 
There is a lack of consistency in definitions of Severe and Enduring Mental Illness 
(SEMI) (Parabiaghi, Bonetto, Ruggeri, Lasalvia, & Leese, 2006; Ruggeri, Leese, 
Thornicroft, Bisoffi, & Tansella, 2000). This is reflected in the use of various terms 
for this client group, including ‘Severe Mental Illness’, ‘Serious Mental Illness’ and 
‘Severe and Persistent Mental Illness’.  Definitions of SEMI consistently include 
psychotic disorders such as schizophrenia and bipolar disorder, but may also 
include personality disorders, severe anxiety disorders, severe eating disorders and 
major depression (e.g. Department of Health, 1999; Sainsbury Centre for Mental 
Health, 1998).  Parabiaghi et al. (2006) found that combining measures of functional 
impairment and illness duration was more effective in predicting continued SEMI 
than diagnosis.   
In providing guidance for Clinical Psychologists working with clients who experience 
SEMI the Division of Clinical Psychologists (British Psychological Society, 2002) used 
the National Service Framework definition of SEMI: 
“people with recurrent or severe and enduring mental illness… who have 
complex needs which require the continuing care of specialist mental health 
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services working effectively with other agencies.” (Department of Health, 
1999, p. 3).   
For the purposes of this review the term SEMI has been chosen as it encompasses 
all other terms, incorporating both functional and diagnostic definitions.   
 
1.2.2  Impact of SEMI 
Given the variability in definitions of SEMI, estimates of its prevalence and impact 
are inconsistent.  One report which aggregated available figures estimated 
prevalence rates of 2-4% for severe mental illness and 0.3-1.5% for SEMI (Sainsbury 
Centre for Mental Health, 1998).  However, although SEMI affects a small 
proportion of the population, the consequences for sufferers are severe in terms of 
life outcomes and wellbeing.  In addition to experiencing chronic distressing 
symptoms of mental illness, these individuals often have deficits in social 
functioning, which are compounded by social stigma (Sainsbury Centre for Mental 
Health, 1998).  Consequently they are more likely to experience loneliness than the 
general population (Perese & Wolf, 2005).  Outcomes for those with schizophrenia 
are particularly negative with very low rates of employment, increased risk of 
suicide and higher rates of mortality than the general population (NICE, 2014). 
In addition to these significant costs to the individual, the cost of SEMI to society is 
also considerable.  In England alone in 2011/12 schizophrenia was estimated to cost 
£2.4 billion in treatment and care costs and £5.6 billion in indirect costs to society, 
amounting to £65,000 annually per person with schizophrenia (NICE, 2014). 
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1.2.3  Treatment for SEMI 
For individuals with psychosis and schizophrenia the main form of treatment 
remains antipsychotic medication.  While the efficacy of such medications is well 
established a considerable proportion of patients with psychosis and schizophrenia 
continue to experience psychotic symptoms (Newton‐Howes & Wood, 2013; NICE, 
2014).  Psychological or psychosocial interventions are particularly used as an 
alternative or adjunctive treatment for medication-resistant patients.  Besides 
symptom reduction, such interventions may be able to target the loneliness and 
social impairments experienced by patients with SEMI (NICE, 2014; Perese & Wolf, 
2005).   
Cognitive Behavioural Therapy (CBT) is now established as an effective treatment 
for schizophrenia, producing moderate effect sizes (Draper, Velligan, & Tai, 2010).  
It is also effective for medication-resistant schizophrenia (Rathod, Kingdon, Weiden, 
& Turkington, 2008).  However CBT may not be the only effective psychosocial 
intervention for schizophrenia.  Two recent meta-analyses found that CBT was no 
more effective than supportive therapy or other similar interventions for patients 
with schizophrenia (Jones, Hacker, Cormac, Meaden, & Irving, 2012; Newton‐Howes 
& Wood, 2013).   Consequently Newton‐Howes and Wood (2013) have suggested 
that simpler supportive therapies should be considered for patients with psychotic 
disorders as they may be more accessible for this population than more complex 
CBT interventions.   
 19 
 
Supportive interventions may represent a more cost-effective treatment option 
with lower training and delivery costs than CBT.  Such interventions could also 
provide greater patient choice for individuals with SEMI.   
 
1.2.4  Psychosocial Interventions for SEMI 
Several reviews have considered the provision of psychosocial interventions for 
people with SEMI (Davidson et al., 1999; Hallett, Klug, Lauber, & Priebe, 2012; 
Perese & Wolf, 2005).  The quality and quantity of studies considered by these 
reviews has generally been limited, however existing evidence indicates that 
psychosocial interventions are beneficial for individuals with SEMI.  Such 
interventions include support groups, psychosocial clubs, mutual help groups, peer 
support services and the provision of volunteers such as befrienders. 
 
1.2.5  Befriending  
One psychosocial intervention which may be particularly suited to reducing 
loneliness and social isolation for individuals experiencing SEMI is befriending.  
Dean and Goodlad (1998, p. 2) define befriending as: 
“a relationship between two or more individuals which is initiated, 
supported, and monitored by an agency that has defined one or more parties 
as likely to benefit.  Ideally the relationship is non-judgemental, mutual, 
purposeful, and there is a commitment over time.” 
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In providing supported companionship befriending directly targets social isolation.  
Befriending may facilitate greater social integration by providing individuals with 
opportunities to engage in social activities in the community.  Given that 
befriending is typically delivered by volunteers (Dean & Goodlad, 1998) it may be a 
cost-effective treatment option. 
Befriending is already a well-established intervention.  Dean and Goodlad (1998) 
surveyed 234 organisations offering befriending in the UK, although this number is 
likely to have grown.  Indeed 3000 registered mentoring or befriending services are 
reported in the UK at present (Mentoring and Befriending Foundation, 2014) 
although it is unclear what proportion of these services offer befriending.  Groups 
targeted by befriending schemes include individuals with mental health problems; 
older people and their carers; people with disabilities and chronic illnesses; 
individuals with autism or other learning disabilities and vulnerable young people, 
such as looked-after children and care-leavers (Dean & Goodlad, 1998; Mentoring 
and Befriending Foundation, 2010).   
 
1.2.6 Impact of Befriending 
Despite the wide range of befriending schemes in operation, existing evidence of 
the impact of befriending on non-psychiatric client groups is limited.  Although 
several reviews have investigated befriending in such groups (Dean & Goodlad, 
1998; Kersley, Estep, & Leadley, 2014; Mentoring and Befriending Foundation, 
2010; Phillip & Spratt, 2007), none have been systematic in nature.  Likewise 
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individual studies have typically been qualitative and small-scale, with few 
conducting formal evaluation with outcome measures.  Nevertheless the qualitative 
evidence provided by these studies and reviews predominantly indicates that 
recipients are appreciative of befriending and consider it beneficial.  Reported 
benefits include gaining a friendship independent of services, increased perceived 
social support and greater community engagement.  However not all studies 
reported positive outcomes; a study of befriending for dementia carers found that 
uptake of befriending was low and carers did not experience improvement in 
wellbeing or quality of life (Charlesworth et al., 2008), suggesting befriending was 
less suitable for this group. 
For individuals with mental health difficulties there is stronger evidence for the 
effectiveness of befriending.  Mead, Lester, Chew-Graham, Gask, and Bower (2010) 
conducted a meta-analysis of 24 randomised controlled trials (RCTs) investigating 
the impact of befriending on depression and distress.  They found modest but 
significant short- and long-term effects for befriending compared with treatment as 
usual.  This review included three studies of befriending for individuals with SEMI. 
 
1.2.7  Befriending for SEMI 
To date no literature reviews have exclusively focused on befriending for SEMI.  
Perese and Wolf (2005) considered befriending alongside several social network 
interventions for SEMI.  However this was not a systematic review and its coverage 
of befriending was very limited.  Likewise befriending accounted for only seven of 
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fourteen studies in a systematic review of volunteering interventions for SEMI 
(Hallett et al., 2012).   
Despite the absence of reviews examining befriending for SEMI, clinical guidance 
has recommended befriending for individuals with SEMI conditions.  Current NICE 
guidelines recommend befriending for individuals with severe chronic depression 
and bipolar disorder (NICE, 2006, 2010).  These recommendations, however, are 
based upon limited evidence provided by a single moderately-sized study of women 
with chronic depression.   
 
1.2.8 Summary 
Befriending is a widely used intervention which appears to be acceptable and 
beneficial for a range of client groups and has been shown to provide some benefit 
in reducing symptoms of depression and distress.  However it has yet to be 
evaluated for individuals with SEMI, who differ considerably from other service user 
groups.  Given that befriending provides social support it may be particularly 
beneficial for individuals with SEMI who often experience severe social isolation 
and may lack social skills.  For such individuals befriending may offer a cost-
effective alternative or adjunctive treatment.  In response to these speculations and 
in the absence of any previous reviews, this paper will synthesise existing research 
investigating befriending in the SEMI population. 
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1.2.9  Review Aims 
The aim of this paper is to systematically review studies of befriending as an 
intervention for SEMI.  In the absence of previous reviews of this subject this is an 
exploratory review.  It is hoped that this review will identify any clinical and social 
benefits of befriending for individuals with SEMI.   
 
1.3 Methodology 
1.3.1  Search Strategy 
Systematic searches were conducted using electronic databases selected to achieve 
breadth of coverage encompassing psychiatry, psychology, nursing and other social 
care fields. In total seven databases were searched (Table 1.1).   
 
Provider Databases searched  
Proquest  Applied Social Science Index and Abstracts (ASSIA),  
 International Bibliography of the Social Sciences (IBSS) 
 PsychINFO 
 PsychARTICLES 
OVID  Medline 
 EMBASE 
EBSCO  Cumulative Index to Nursing and Allied Health (CINAHL) 
Table 1.1: Databases searched. 
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1.3.2 Inclusion and Exclusion Criteria 
Studies were included if they evaluated an intervention primarily involving the 
provision of unstructured social-support, delivered face-to-face to individuals and 
identified as ‘befriending.’  Befriending could be delivered either by professionals or 
volunteers and could either be a primary intervention or a control condition.  
Studies using an intervention not labelled ‘befriending’ were included only if the 
intervention was not judged to diverge from the above criteria and providing that 
the intervention was based on another pre-existing intervention which identified 
itself as ‘befriending’.  For example ‘supported socialization’ is not typically 
identified as befriending but is based upon the ‘Compeer’ model of befriending (e.g. 
McCorkle, Dunn, Wan, & Gagne, 2009).  Where a study used data from the same 
sample as a previous study it was only included if it contributed to the evidence 
base by assessing different outcomes or providing follow-up data.   
In light of the exploratory nature of this review, the relative paucity of research in 
this area and the ongoing controversy surrounding the validity of diagnostic terms 
such as schizophrenia (Bentall, 2009), a broad definition of SEMI was adopted, 
incorporating both diagnostic and functional criteria.  Thus studies were included if 
participants were diagnosed with a psychotic disorder (including First Episode 
Psychosis) or alternatively if participants had a chronic mental health problem with 
a high level of severity as judged by qualified clinicians or indicated by significant 
functional impairment.  Studies that recruited mixed samples, incorporating 
participants with mild mental health problems were excluded.  Books, conference 
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proceedings, commentary articles, purely descriptive studies and studies written in 
languages other than English were also excluded. 
 
1.3.3  Search Record 
The stages of the search process are described in Table 1.2.  Stages four to six are 
reported in full in section 1.3.4. 
 
Search 
Phase 
Strategy Notes 
1 Initial searches made for articles 
returning “befriending” and 
“psychosis” as keywords. 
Few relevant results obtained. 
2 Searches extended to combinations 
of “befriending” and other psychotic 
disorders (e.g. schizophrenia, bipolar 
disorder). 
Few results obtained.  Decision 
to broaden review focus to 
examine all diagnoses within 
SEMI. 
3 Searches for combinations of 
“befriending” and SEMI diagnostic 
categories (e.g. ‘schizophrenia’, ‘first 
episode psychosis’, ‘severe mental 
illness’). 
Few results in which 
befriending was a primary 
intervention.  Search extended 
to identify studies not using 
diagnostic categories or using 
terms other than ‘befriending’. 
4 Searches using only “befriending” as 
title or keyword. 
Several additional relevant 
studies identified.  Also 
enabled identification of all 
previously identified studies. 
5 Primary and Secondary reference list 
searches. 
6 Citation searches. 
Table 1.2: Stages of the search process. 
 
1.3.4  Search Results and Study Selection 
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Fourth phase searches were conducted using all seven databases on 8th March 
2014.  These searches produced 365 records, 166 of which were excluded as 
duplicates.  The remaining 199 records were screened by title.  Abstracts were also 
screened if the title indicated possible relevance.  This resulted in 160 further 
exclusions.  39 full-text articles were screened.  This resulted in 23 further 
exclusions: 15 articles which described or discussed befriending services without 
formal evaluation, three articles with samples not meeting the criteria for SEMI, 
three descriptive conference proceedings and two articles summarising or re-
reporting studies reported more fully in another article.   
Reference list searches were then conducted for all studies in which befriending 
was a primary intervention.  Four further articles were full-text screened, of which 
two purely descriptive articles were excluded.  Secondary reference-list searching 
identified three further studies, two of which were excluded due to being book 
chapters.  Finally citation searches were conducted using Proquest, Web of Science 
and Google Scholar for studies in which befriending was not a control condition, 
producing one further article which met eligibility criteria.  In total 20 articles 
suitable for inclusion were identified.  This process is illustrated in Figure 1.1, 
below.  
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Figure 1.1 PRISMA diagram illustrating study selection process. 
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365 Records yielded by database 
searching. 
166 duplicate records excluded: 
• 105 by database 
• 61 by hand-screening 
199 unique records screened by 
title.  Abstract also screened if 
there was any possibility of 
relevance. 
160 records excluded due to non-
relevance. 
39 full-text articles obtained and 
screened for eligibility.  
23 full-text articles excluded: 
• 3 conference proceedings which 
described proposed studies or 
did not present analysis. 
• 15 descriptive articles.  
Description or discussion of a 
befriending service/ 
intervention without formal 
evaluation.  
• 3 studies with samples that did 
not meet the criteria for SEMI. 
• 2 articles summarising or re-
reporting studies reported in 
other papers. 
 
16 studies meeting eligibility 
criteria. 
4 Studies identified by inspecting 
reference lists of articles in which 
befriending was a primary 
intervention (not a control 
condition).  Full-text screened.   2 descriptive studies excluded. 
3 studies identified through 
secondary reference list searching.  
One article full-text screened. 
20 studies retained from 
databases, reference list searches 
and citation searches. 
1 study identified through citation 
searching using Web of Science, 
Proquest and Google Scholar.  Full-
text screened. 
2 book chapters excluded 
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1.3.5  Quality Assessment 
The 20 studies reviewed are summarised in Appendix B, with intervention details 
shown in Appendix C.  The quality of evidence provided by these studies was 
assessed using a 19-item framework (Appendix D) adapted from Caldwell, 
Henshaw, and Taylor (2011), with additions drawn from the CASP Tools (CASP, 
2013) and Greenhalgh (2010).  This framework was selected as it is thorough and 
gives equal weight to quantitative and qualitative studies. 
Items in this framework were weighted according to their potential to indicate 
issues of bias, reliability or validity and thus threaten the generalisability of findings.  
On each item of the framework studies were given a numeric rating in accordance 
with the item weighting and a descriptive rating of ‘good’, ‘fair’, ‘poor’ or ‘none’ 
(alternatively: ‘yes’, ‘partially’ or ‘no’, as appropriate).  The weighted scores were 
used to produce a percentage score of overall study quality.  Studies scoring above 
80% and 60% were considered good and fair in quality respectively.  Studies scoring 
below 60% were considered poor in quality.  Studies ranged widely in quality rating 
from 49% to 92% with an average score of 74%.  Six studies were of good quality, 
ten were of fair quality and four were of poor quality.  Quality ratings are shown in 
Tables 1.3 and 1.4, below.  Due to the paucity of research in this area and the 
exploratory nature of this review no threshold of study quality was set for inclusion 
in the review.   Instead quality ratings were used to identify the strength of 
evidence when reviewing study findings. 
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2 Good Good Good Good Fair Poor Poor Fair Good Good Good Good Good Good Good Good Fair 
3) Research rationale 
outlined? 
3 Good Fair Good Good Poor Good Good Good Good Good Fair Good Good Good Good Fair Fair 
4) Research aim 
stated? 
 
2 Good 
 
Fair Good Good Good Good Good Good Good Good Fair Good Good Good Good Poor Poor 
5) Ethical issues 
identified, addressed? 
3 Good Fair Good Good None Good None None Good Poor Poor Fair Poor Fair Fair Good Fair 
6) Methodology 
identified & justified? 
4 Good Fair Good Good Poor Fair Fair Good Good Good Good Good Good Good Fair Fair Good 
7) All interventions 
clearly described? 
4 Good Fair Good Good Good Poor Good Good Good Good Good Good Good Fair Good Good Good 
8) Study design stated  
& rationale given? 
5 Good Good Good Good Fair Good Fair Good Good Good Fair Good Good Good Fair Fair Good 
9) Hypothesis & 
variables outlined? 
4 Good Fair Good Good Good Good Good Fair Good Fair Good Good Good Good Good Good Fair 
10) Population 
identified? 
 
3 Good Fair Good Good Good Poor Good Good Good Good Fair Fair Fair Fair Good Poor Fair 
11) Sample described 
& representative? 
 
 
5 Fair Good Fair Fair Good Poor Good Good Fair Fair Poor Good Fair Good Good Poor Good 
Table 1.3: Quality assessment ratings of quantitative studies (continued overleaf).  
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12) Sufficient power 
and duration? 
5 Poor Good Poor Good Fair Poor Fair Good Poor Good Poor Good Fair Good Poor Poor Good 
13) Biases controlled? 
 
5 Good Good Fair Good Good Poor Good Good Good Fair Poor Good Good Good Fair Fair Good 
14) Data collection 
valid & reliable? 
4 Good Fair Poor Good Fair Good Poor Good Good Poor Good Good Good Good Good Good Good 
15) Data analysis valid 
& reliable? 
4 Good Good Good Good Poor Fair Fair Good Good Good Good Good Good Good Good Poor Good 
16) Results clearly 
presented? 
3 Good Good Good Good Poor Poor Poor Good Fair Good Good Fair Fair Good Good Good Good 
17) Discussion 
comprehensive? 
3 Good Good Good Good Poor Poor Good Fair Good Fair Poor Fair Fair Good Good Poor Good 
18) Generalisability? 3 Fair Fair Fair Fair Poor Poor Fair Good Poor Fair Poor Good Fair Good Fair Poor Fair 
19) Conclusions 
reasonable & 
comprehensive? 
2 Good Good Good Good Poor Poor Good Fair Good Good Fair Fair Fair Good Good Fair Good 
Total score (/65) 
 
 56 49 52 40 38 32 43 51 56 49 40 55 51 57 50 37 50 
Study quality rating 
(%) 
 
 86 75 80 92 58 49 66 78 86 75 62 85 78 88 77 57 77 
Study quality 
descriptor 
 Good Fair Good Good Poor Poor Fair Fair Good Fair Fair Good Fair Good Fair Poor Fair 
 
Table 1.3: Quality assessment ratings of quantitative studies (continued). 
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1) Author credibility? 1  Yes Yes Yes 
2) Literature review 
comprehensive? 
2 Good Fair Good 
3) Research rationale 
outlined? 
3 Good Fair Good 
4) Research aim stated? 2 Good Fair Good 
5) Ethical issues identified, 
addressed? 
3 Good Poor Fair 
6) Methodology identified 
& justified? 
4 Poor Good Good 
7) All interventions clearly 
described? 
4 Poor Good Good 
8) Design identified and 
rationale outlined? 
5 Poor Good Fair 
9) Concepts identified & 
appropriate? 
4 Good Good Good 
10) Study context outlined? 3 Fair Fair Fair 
11) Sampling method 
described & justified? 
5 Fair Fair Fair 
12) Saturation / sufficiency 
reached? 
5 Fair Fair Good 
13) Consideration of 
researcher’s position? 
5 No No No 
14) Data collection 
appropriate & auditable? 
4 Fair Good Good 
15) Data analysis credible & 
confirmable? 
4 Poor Good Good 
16) Results clearly 
presented? 
3 Good Fair Good 
17) Discussion 
comprehensive? 
3 Fair Fair Good 
18) Results transferable? 3 Fair Fair Fair 
19) Conclusions reasonable 
& comprehensive? 
2 Fair Good Good 
Total score (/65) 
 
 37 44 50 
Study quality rating (%) 
 
 57 68 77 
Study quality descriptor  Poor Fair Fair 
Table 1.4: Quality assessment ratings of qualitative and mixed method studies. 
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1.4 Analysis 
The studies in this review fell into two broad categories:  studies evaluating 
volunteer befriending programmes and trials of CBT using befriending as a control 
therapy.  The purpose, format and delivery of these interventions was sufficiently 
dissimilar to consider the types of befriending interventions in these two groups of 
studies as qualitatively different and therefore the analysis below will consider 
these two types of study separately.  The first section considers the experience of 
volunteer befriending and the effectiveness of such programmes, while the second 
section considers the comparative effectiveness of befriending in relation to CBT 
therapies and how appropriate befriending is as a control condition in trials of CBT. 
  
1.4.1  Studies Investigating Volunteer Befriending 
1.4.1.1  Overview of Studies 
Seven studies investigated volunteer befriending as a primary intervention, 
although two used sub-samples of other studies from this section of the review, 
resulting in only five completely distinct samples.   
All studies matched clients with volunteers who typically met with them weekly on 
average.  The duration of meetings ranged from one to four hours per week, with 
considerable variation both between studies and within samples.  In all studies 
participants were encouraged to meet in the community to engage in social 
activities, although in three studies meetings often, or primarily, took place in 
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clients’ homes (Bradshaw & Haddock, 1998; Harris, Brown, & Robinson, 1999a, 
1999b).  The length of intervention at the time of interview or final measurement 
ranged from an average of one to three months (Bradshaw & Haddock, 1998) to 
nine months (Davidson et al., 2001; Davidson et al., 2004), 12 months (Harris et al., 
1999a, 1999b; McCorkle, Rogers, Dunn, Lyass, & Wan, 2008) and an average of one 
to two years (McCorkle et al., 2009).   
Five studies evaluated schemes identified as befriending, including two using the 
Compeer model (McCorkle et al., 2009; McCorkle et al., 2008).  Two studies 
evaluated Supported Socialization interventions, based on the Compeer model but 
providing participants and volunteers a monthly stipend of $28 to fund their 
activities (Davidson et al., 2001; Davidson et al., 2004).  The four Supported 
Socialization and Compeer studies were the only ones to compare the use of 
Service User (SU) volunteers and non-SU volunteers. 
 
1.4.1.2 Satisfaction and Acceptability 
Across all four studies that investigated participants’ opinions of befriending 
services, participants consistently rated the interventions positively (Bradshaw & 
Haddock, 1998; Davidson et al., 2001; Davidson et al., 2004; McCorkle et al., 2009).  
Bradshaw and Haddock (1998) interviewed clients involved in a befriending scheme 
run by a local charity and reported that all nine participants rated befriending as a 
valuable service which had been helpful to them.  Likewise in a qualitative study 
which interviewed 20 clients and volunteers involved in ongoing Compeer 
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befriending matches, feedback from both groups regarding the befriending 
intervention was overwhelmingly positive (McCorkle et al., 2009).  Similarly, in 
another qualitative study of 21 clients completing nine months of Supported 
Socialization (Davidson et al., 2001) feedback about the service was again 
consistently positive.   However bias may have affected this finding as six clients 
declined to be interviewed and the interviewers appear to have administered the 
intervention. 
The largest and only quantitative study to investigate satisfaction was an RCT with 
260 participants (Davidson et al., 2004) in which clients were given a $28 monthly 
stipend and matched with an SU volunteer, matched with a non-SU volunteer or 
allocated to the control condition.  In this study participants in all conditions 
reported positive levels of satisfaction at baseline, mid-way and the endpoint of the 
intervention, including participants in the control condition, who were not matched 
with a volunteer but still received the $28 monthly stipend.  It is therefore possible 
that the positive ratings in this study may reflect satisfaction with financial 
assistance rather than the experience of befriending.  Interestingly Davidson et al. 
(2004) found that participants matched with SU volunteers were significantly less 
satisfied with the intervention if they met with their volunteers regularly than those 
matched with non-SU volunteers.  However, this result was produced in one of 
many post-hoc tests which appear not to have been adjusted for type-1 error and 
such adjustment could have rendered it non-significant. 
 
1.4.1.3 Experiences of befriending. 
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The two qualitative studies (Davidson et al., 2001; McCorkle et al., 2009) and one 
mixed method study (Bradshaw & Haddock, 1998) that investigated the 
acceptability of befriending also investigated the experience of befriending for 
participants.  The two qualitative studies analysed participants’ experiences of 
befriending using phenomenology (Davidson et al., 2001) and grounded theory 
techniques (McCorkle et al., 2009). 
In all three of these studies clients described a range of benefits resulting from 
befriending.  Clients consistently described getting out and trying new activities, 
with associated improvements in social confidence.  A further recurrent theme was 
of the benefits of companionship and friendship.  Bradshaw and Haddock (1998) 
noted that for clients living alone befriending was often used for companionship, 
whereas for clients living with carers befriending was used to get out and access 
activities in the community.  However this distinction was not reported in the two 
qualitative studies and may reflect the brief duration of matches at the time of 
interview, which was typically 1-3 months.  By contrast the primary themes 
emerging in the other two studies centred around friendships developing over time 
to become close, trusting, genuine and reciprocal.  In both studies the developing 
friendship was described as producing various personal benefits, including 
reductions in felt stigma and improved self-esteem.  For McCorkle et al. (2009) the 
most profound changes seemed to occur after the first year, beyond the scope of 
the other studies, leading them to suggest that friendship should be considered the 
active ingredient of befriending and may take several years to fully develop. 
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In both qualitative studies (Davidson et al., 2001; McCorkle et al., 2009) SU 
volunteers were seen as inspiring by clients and in the latter they were seen as 
more sensitive to clients’ experiences and more likely to act as advocates for their 
clients.    However Davidson et al. (2001) note that clients seemed equally glad with 
both SU and non-SU volunteers for different reasons, seeing non-SU volunteers as 
providing opportunities to escape the ‘world of mental health.’ 
In all three studies the drawbacks of befriending expressed by clients were not 
consistent, although there were repeated themes relating to the disparity between 
the status and lifestyles of volunteers compared to those of clients.   
Volunteers interviewed by McCorkle et al. (2009) described similar benefits of 
befriending to those expressed by clients, primarily focussing on gaining close, 
reciprocal friendship.  When asked about drawbacks, volunteers most often 
referred to the time commitment and problems early in the relationship relating to 
boundaries, such as feeling ‘treated as a taxicab’. 
While these studies provide rich descriptive data, each had methodological 
limitations.  Firstly Bradshaw and Haddock (1998) used opportunity sampling and 
provide only a limited report of themes rather than undertaking formal thematic 
analysis.  Davidson et al. (2001) appear not to have asked participants about 
negative aspects of their experience and, as already noted, their sample is likely to 
have been biased.  Likewise, despite using theoretical sampling to achieve 
representativeness, McCorkle et al. (2009) recognise that their sample was biased 
as they selected to interview clients and volunteers from successful befriending 
matches.  Therefore the experiences reported here perhaps best represent the 
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potential of successful befriending relationships and may be relatively 
unrepresentative of befriending in general. 
 
1.4.1.4 Effectiveness of Befriending 
Three studies investigated the effectiveness of befriending in causing change on a 
range of clinical and functional outcomes (Davidson et al., 2004; Harris et al., 1999a, 
1999b; McCorkle et al., 2008).  These studies comprised one moderately-sized 
(N=154) quasi-experimental study with a matched-control design (McCorkle et al., 
2008) and two RCTs: one moderately-sized (N=86) unblinded trial (Harris et al., 
1999a, 1999b) and one large (N=260) single-blinded trial (Davidson et al., 2004).   
 
1.4.1.4.1  Clinical Outcomes 
Psychiatric Symptoms 
Two studies investigated the effect of befriending on general psychiatric symptoms 
(Davidson et al., 2004; McCorkle et al., 2008), however neither study found 
significant differences between the befriending and control groups.  McCorkle et al. 
(2008) report significant reductions in psychiatric symptoms for ‘treatment 
responders’ in the befriending group between baseline and completion, although 
no comparison was made between this group and controls.  However Davidson et 
al. (2004) found significant reductions in psychiatric symptoms between baseline, 
midpoint and completion in all groups, including controls, suggesting that 
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befriending is no more effective than the provision of a monthly stipend for social 
activities. 
 
Depression 
Similarly Davidson et al. (2004) found no significant group differences in levels of 
depression between intervention and control groups.  However an unblinded RCT 
of befriending for women with chronic major depression (Harris et al., 1999a) found 
that participants experienced full or partial remission in depressive symptoms 
significantly more often when allocated to befriending than in a control condition 
(65% vs. 39% respectively).  Moreover this study found a dose-wise effect, with 
remission occurring more often the longer participants remained engaged in 
befriending.  Evaluation of comparison samples suggested good levels of 
generalisability (Harris et al., 1999b).  A companion paper challenged these findings, 
finding that 18 original controls who were later offered befriending were no more 
likely to experience remission than a new control group (Harris et al., 1999b), but 
this smaller sample was likely to have had more resistant depression, having been 
remission-free for two years – twice as long as the original sample.  
The different findings of these studies may reflect sample differences.  Participants 
in Davidson et al.’s study had mild levels of depression on average, with depression 
typically secondary to other severe conditions, whereas individuals were excluded 
from Harris et al.’s study if they had severe conditions comorbid with depression.  
Therefore these results may suggest that befriending is more effective in reducing 
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depressive symptoms among SEMI patients for whom chronic depression is the 
main problem than for those with other or comorbid SEMI conditions.   
The companion paper by Harris et al. (1999b) investigated predictors of remission in 
the original sample of 86 chronically depressed women and found that befriending 
was one of four factors predicting remission, with a similar predictive power to that 
of attachment style and the absence of new major life stressors.  However, the 
largest factor in predicting remission was the presence of ‘fresh start’ experiences – 
positive life events giving hope.    Further analysis revealed that befriending was 
most effective for women who had no ‘fresh start’ experiences and also had severe 
interpersonal or life stressors, significantly increasing their chances of remission 
from 4% to 36%, compared to controls.  By contrast, befriending did not affect the 
chances of remission for women who were free from major life stressors or 
experienced ‘fresh start’ experiences.  Due to the limited sample size (N=86), 
replication is needed to draw conclusions about which groups may benefit most 
from befriending.   
 
1.4.1.4.2 Psychosocial and Functional Outcomes 
Two studies investigated psychosocial and functional outcomes of befriending.  
Davidson et al. (2004) found no effects between groups or over time for general 
wellbeing or social functioning and although self-esteem and global functioning 
increased over time this occurred in all conditions, including the control group.  
Importantly the findings of this study were affected by high levels of non-
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adherence, with more than one third of participants in the treatment conditions 
(N=69) not meeting regularly with their volunteers.  Post-hoc analyses comparing 
the SU and non-SU volunteer groups led the authors to conclude that on measures 
of social functioning, self-esteem and wellbeing participants assigned non-SU 
volunteers improved when they met with their volunteers, whereas those assigned 
SU volunteers improved if they did not meet with their volunteers.  However, these 
findings were based on post-hoc tests and the researchers failed to adjust for type-
1 error.  Therefore, although these results appear to suggest that clients with SEMI 
may not find it helpful to meet with SU volunteers, this finding should be treated 
with caution.   
Wellbeing was also investigated by McCorkle et al. (2008) using an index combining 
measures of recovery, self-esteem, hope, quality of life, meaning of life and 
empowerment.  They found no significant group differences in wellbeing between 
treatment and control groups after six and 12 months of befriending, although 
there was a highly significant improvement in subjective wellbeing for the 23% of 
participants classified as treatment responders.   
This study also investigated social support, for which there were highly significant 
group differences between the treatment and control conditions, increasing from 
six to 12 months and suggesting a dose-wise relationship between befriending and 
perceived social support.  However, as McCorkle et al. (2008) recognise, in 
providing a befriending intervention social support was manipulated as the 
dependent variable, therefore it is debatable whether measuring improvements in 
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perceived social support is valid or simply amounts to checking that the dependent 
variable has been successfully manipulated.   
 
1.4.1.5 Summary 
The few studies investigating volunteer befriending for clients with SEMI have been 
of variable methodological quality.  Although qualitative studies have provided 
detailed descriptions of the experience of befriending, evidence from these studies 
has been limited by focussing on successful matches. 
Participants offered befriending seem to consistently report high levels of 
satisfaction with the intervention offered.  However there is little evidence that 
befriending results in significant improvements in clinical or psychosocial outcomes, 
except for social support, which is directly manipulated by the intervention.  
Acceptability may also be a problem; some studies have found that relatively few 
potential participants are interested in befriending and participants often disengage 
early-on, with the proportion of clients failing to complete their course of 
befriending ranging from 13% to 60% across three quantitative studies.   
Although current evidence is mixed, it appears that those responding positively to 
volunteer befriending experience few drawbacks and may derive a wide range of 
benefits, experiencing clinical, functional and psychosocial improvements.  Perhaps 
the best evidence of this is provided by qualitative studies of client and volunteer 
experiences.  Qualitative studies have suggested that the benefits of befriending 
may increase over time as friendship deepens, but with only one study examining 
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matches lasting beyond one year there is a lack of evidence to substantiate this 
claim.  
Initial evidence suggests that in successful matches volunteers derive similar 
benefits from befriending as clients.  Moreover, in successful matches SU 
volunteers appear to offer additional benefits for clients, although one large study 
has raised concerns that in general clients may benefit less from meeting regularly 
with SU volunteers than from non-SU volunteers.   
 
1.4.2 Studies of Befriending as a Control Therapy 
1.4.2.1 Overview of Studies 
Thirteen quantitative studies investigated befriending as a control or comparison 
therapy for CBT.  These studies comprised five core studies evaluating the 
effectiveness of CBT compared to befriending and eight re-evaluation studies which 
further explored data from samples used in core studies.  Thus there were only five 
unique samples in this section of the review.  Two core studies used variants on 
CBT: the ACE trial (Jackson et al., 2008) used ‘Active Cognitive Therapy for Early 
Psychosis’ (ACE), while the TORCH trial used CBT combined with strategies from 
Acceptance and Commitment Therapy (ACT) (Shawyer et al., 2012).  The latter was 
the only study to use a wait list control group in addition to befriending.  The 
TORCH study recruited participants with psychotic disorders, the majority of whom 
had schizophrenia, whereas in the other four core studies all participants were 
diagnosed with schizophrenia. 
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In all studies participants were not matched to their therapist but were seen by 
paid mental health professionals.  In all studies befriending was based upon a 
similar model, typically attributed to Sensky et al. (2000) and designed to control 
for therapist contact in CBT.  Befriending sessions were described as non-directive 
discussions on neutral topics such as hobbies and interests.  Therapists were 
empathic but carefully avoided discussion about clinical matters or symptoms.  
Sessions did not typically involve engaging in activities with the client, but in two 
core studies neutral activities such as board games, walking or sports could be used 
to support further discussion of neutral topics (Jackson et al., 2008; Shawyer et al., 
2012).  Manualised versions of befriending therapy (Bendall, Killackey, Jackson, & 
Gleeson, 2003; Sensky et al., 2000) were used in three core studies (Jackson et al., 
2008; Sensky et al., 2000; Shawyer et al., 2012).  Befriending sessions were closely 
matched to the format of CBT sessions, ranging from weekly to fortnightly in 
frequency and lasting between 45 minutes and one hour.  The duration of 
befriending ranged widely from two to nine months, with averages ranging from six 
to 19 sessions.   
This review will first consider evidence for the comparative effectiveness of CBT and 
befriending on various outcomes and factors predicting outcome in these therapies.  
It will then examine evidence for the appropriateness of befriending as a control 
therapy. 
 
1.4.2.2 Studies Comparing the Effects of CBT and Befriending 
 44 
 
The five core studies evaluating the effectiveness of CBT compared with befriending 
varied considerably in methodological quality, ranging from scores of 49% to 88%.  
Among these studies the strongest evidence is provided by a blinded RCT known as 
the London-Newcastle (LN) study (Sensky et al., 2000).  This was a moderately sized 
trial which used several outcomes to evaluate the efficacy of CBT compared with 
befriending for patients with schizophrenia resistant to medication.  This study is of 
a very high methodological quality and had both the largest sample (N=90) and the 
longest intervention (9 months).  Consequently it has become a benchmark study, 
with its data extended through re-analysis or follow-up by five other studies.   
Each of the remaining four core studies suffered from being significantly 
underpowered, increasing the likelihood of sample bias as well as type-2 error and 
restricting generalisability.  Among these studies the ACE and TORCH trials had 
moderately sized samples and were of a good standard (Jackson et al., 2008; 
Shawyer et al., 2012), while the remaining two studies had very small samples and 
were of a poor standard (de Paiva Barretto et al., 2009; Turkington & Kingdon, 
2000).  In light of the variable quality of evidence, findings from the LN study will be 
presented first, where available, with the findings of other studies compared 
against them. 
  
1.4.2.2.1 Clinical Outcomes: 
General Psychiatric Outcomes 
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The LN study found no differences between befriending and CBT after nine months 
of treatment, with both groups improving significantly in overall psychiatric 
symptoms (Sensky et al., 2000).  However at nine-month follow-up there was a 
significant difference between groups, with the CBT group continuing to improve 
and the befriending group losing some of their gains.  A five year follow-up study 
confirmed this trend, finding that the scores for the CBT group remained 
significantly lower than those of the befriending group (Turkington et al., 2008).  
While this follow-up study suffered a considerable attrition rate of 34%, its sample 
did not differ significantly from those lost to follow-up. 
By contrast, the two other studies investigating effects on psychiatric symptoms 
contradicted the LN study’s pattern of results, finding no significant improvements 
in the befriending group and significant group differences at the end of treatment 
(Turkington & Kingdon, 2000), but not at follow-up (de Paiva Barretto et al., 2009).  
However the short length of interventions and small size of the befriending groups 
(N=6 and N=9 participants respectively) meant that these studies lacked power to 
detect changes in the befriending groups.   
Two studies investigated predictors of overall psychiatric symptom change by 
reanalysing the LN study data.  Samarasekera et al. (2007) examined the 
befriending group only and found that control and persecutory delusions at 
baseline predicted improvement at follow-up, whereas baseline auditory 
hallucinations predicted no improvement at follow-up.  The second study found 
that low anxiety at baseline predicted positive outcomes in overall psychiatric 
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symptoms in both the befriending and CBT groups (Bateman, Hansen, Turkington, 
& Kingdon, 2007). 
 
Psychosis 
On measures of negative symptoms and ‘schizophrenia change’ the LN study found 
the same pattern of results as before, with both CBT and befriending groups 
improving significantly at treatment end but then diverging at nine-month follow-
up with continued improvement in the CBT group and worsening in the befriending 
group (Sensky et al., 2000).  Five-year follow-up found that the CBT group had 
maintained significantly lower levels of negative symptoms than the befriending 
group but group differences had disappeared on the ‘schizophrenia change’ 
measure (Turkington et al., 2008).   
Two other studies used measures of positive and negative symptoms of psychosis 
(Jackson et al., 2008; Shawyer et al., 2012), with Shawyer et al. also using measures 
relating to command hallucinations.  These studies supported the LN study’s 
findings of both CBT and befriending groups improving at treatment end without 
significant group differences, although unlike the LN study these studies did not 
find significant group differences at follow-up either (Jackson et al., 2008; Shawyer 
et al., 2012).  However it should be noted that these studies used much shorter 
treatments of 3-4 months in comparison to the 9 month treatments in the LN study, 
which may explain the greater benefit for the LN CBT group.   
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The TORCH study found that, when combined, the ACT/CBT and befriending 
treatments were significantly more beneficial than the control condition on most 
measures.  ACT/CBT and befriending produced a differential pattern of benefits 
across various measures relating to command hallucinations (CHs).  Surprisingly 
befriending produced the greatest increases in acceptance and coping with CHs, 
leading the authors to suggest that befriending may help ground patients in reality 
and distract from symptoms such as CHs (Shawyer et al., 2012). 
One smaller study contradicted these results finding that CBT fared better overall 
on measures of psychosis (de Paiva Barretto et al., 2009), but as noted this study 
lacked power, particularly in the befriending group.  
Only one study investigated predictors of outcome in psychotic symptoms.  This 
study re-analysed the ACE trial and found that outcome in the CBT group was 
predicted by functioning, avolition and education.  By contrast, only premorbid 
adjustment predicted outcome in the befriending group (Allott et al., 2011).  These 
findings indicate possible differences in the client groups benefitting from CBT and 
befriending. 
 
Depression 
The LN study found the same pattern in depression scores as in general psychiatric 
symptoms, with both groups showing significant improvement at treatment end 
but a significant difference emerging at nine-month follow-up (Sensky et al., 2000).  
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However at five year follow-up these group differences had disappeared with both 
groups maintaining gains (Turkington et al., 2008).   
One other study found a similar pattern of results at treatment end, with 
improvements in both the CBT and befriending groups (Turkington & Kingdon, 
2000).  While improvements were only significant in the CBT group, this study 
lacked power to find improvements in the befriending group.   
 
Anxiety 
A re-analysis of the LN study found the same pattern in scores for anxiety levels as 
found on other measures, with both groups improving significantly at treatment 
end but group differences emerging at nine-month follow-up with the CBT group 
improving further and the befriending group losing gains (Naeem, Kingdon, & 
Turkington, 2006).   
 
Risk 
A re-analysis of suicidal ideation in the LN study found reductions in suicidal 
thoughts in both groups but these reductions were only statistically significant in 
the CBT group at treatment end and follow-up, with significant group differences at 
both points (Bateman et al., 2007).  However, it should be noted that this study was 
based on a single item drawn from a larger measure and that the level of suicidal 
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ideation was relatively low in this sample, therefore the reliability of this measure 
and the power to find reductions in suicidal ideation were limited.   
Two analyses of the number and duration of hospitalisations during follow-up 
found no significant differences between treatment groups on either measure, both 
for one year follow-up of the ACE trial (Jackson et al., 2008) and five year follow-up 
of the LN study (Turkington et al., 2008). 
 
1.4.2.2.2 Functional and Psychosocial Outcomes: 
Quality of Life 
Two studies compared CBT and befriending on measures of Quality of Life (QoL).  
The TORCH study found no significant group differences between ACT/CBT and 
befriending, although when combined the treatment groups fared significantly 
better than the wait list control group.  On individual QoL measures of ‘general 
activities’ and ‘life satisfaction’ there were more significant improvements for the 
ACT/CBT group (Shawyer et al., 2012).  This pattern of findings was mirrored in a 
smaller study which similarly found improvements in both groups, but significant 
improvements in only the CBT group (de Paiva Barretto et al., 2009). 
 
Functioning 
On measures of functioning the TORCH study found significant improvement in the 
ACT/CBT group at six-month follow-up, but not in the befriending group.  However 
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there were no significant group differences between ACT/CBT and befriending or 
between the combined treatments and the wait list control group (Shawyer et al., 
2012).  Conversely the ACE study found that the CBT group significantly 
outperformed befriending seven weeks into a three month treatment but the 
befriending group gradually caught up, with group differences disappearing at one-
year follow-up (Jackson et al., 2008).   
A re-analysis of the ACE study which investigated predictors of outcome in 
functioning found that for the befriending group functioning was predicted only by 
premorbid adjustment, whereas for the CBT group functioning was predicted by 
baseline work status (Allott et al., 2011).     
 
1.4.2.2.3 Summary 
The evidence regarding the comparative effectiveness of these interventions is 
severely undermined by methodological limitations relating to power, over-
sampling and the absence of control conditions other than befriending.  However, 
despite these limitations the available data does indicate some general trends 
emerging.  On a wide range of clinical outcomes befriending does not appear to 
produce significantly worse outcomes than CBT at treatment end, although effects 
for CBT are generally stronger and sometimes more durable.  Interestingly the best 
quality studies have found the most comparable effects for befriending as 
compared with CBT.   
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The only study to include an additional control condition identified significant but 
differential effects for CBT and befriending, suggesting that both befriending and 
CBT are active treatments, but ones which may have different active ingredients.  
This conclusion is further supported by studies examining predictors of outcome, 
which have found different predictors for CBT and befriending.  
 
1.4.2.3 The Appropriateness of Befriending as a Control Therapy for CBT 
1.4.2.3.1 Common Factors 
Several studies have investigated the nature of befriending to determine its 
effectiveness as a control therapy in trials of CBT.   
In an extension of the ACE trial Bendall et al. (2006) investigated the extent to 
which befriending therapy achieves its intended aim of controlling for ‘common 
factors’ associated with positive outcomes in therapy.  They investigated 
acceptability (measured as satisfaction and attrition rates), expectancy and time in 
therapy.  No significant differences emerged between befriending and CBT in 
expectancy or acceptability.  These findings are supported by the LN and TORCH 
studies, which respectively found no differences between CBT and befriending in 
satisfaction (Sensky et al., 2000), engagement or therapeutic alliance (Shawyer et 
al., 2012). 
In terms of time spent in therapy Bendall et al. (2006) found no differences 
between groups in the number of sessions but the CBT group spent significantly 
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more time in sessions overall.  These findings are partly contradicted by the LN and 
TORCH studies, which found no significant differences in either number of sessions 
or total time in sessions (Sensky et al., 2000; Shawyer et al., 2012).  However these 
differences may relate to sample differences.  Bendall et al. (2006) suggest that 
their sample of young people experiencing first-episode psychosis may have found 
undirected befriending interactions more difficult to tolerate for whole sessions 
than more directive CBT techniques.   
 
1.4.2.3.2  Convergent and Divergent Validity 
Another way of assessing the effectiveness of befriending as a control condition is 
by investigating convergent and divergent validity and by testing for therapy 
contaminations.  Several studies have attempted this using a standard cognitive 
therapy rating scale (Bendall et al., 2013; Jackson et al., 2008; Sensky et al., 2000) or 
an adapted version for psychosis (de Paiva Barretto et al., 2009; Shawyer et al., 
2012).  The independent raters in these studies did not misidentify any befriending 
sessions as being CBT sessions and where reported there were highly significant 
differences in scores on cognitive therapy scales between groups.    However as 
Bendall et al. (2013) recognise, such scales are insensitive to control therapy 
adherence, only assessing CBT strategies. 
Bendall et al. (2013) created a purpose-built measure with subscales for CBT and 
befriending.  This measure found evidence of treatment contamination in both CBT 
and befriending sessions, although these contaminations suggested sensitive 
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practice rather than significant deviations from the models.  When this measure 
was adapted and used in the TORCH study, no contaminations were found in either 
the ACT/CBT or befriending groups (Shawyer et al., 2012). 
One final study investigated convergent and divergent validity, comparing 
recordings of befriending sessions from the LN study with CBT sessions from the 
same trial and recordings of social support interactions between psychiatric 
inpatients and hairdressers (Milne, Wharton, James, & Turkington, 2006).  Using a 
validated measure of social support this study found significant differences 
between CBT and befriending sessions, with the groups loading on different 
subscales of social support.  Scores for befriending sessions were strongly 
correlated with the scores for social support sessions (r=0.7).  While the evidence 
provided in this study is undermined by the use of a small and biased sample, it 
suggests that befriending control therapy may be considered a form of social 
support, for which there is an existing evidence base. 
 
1.4.2.3.3 Summary 
Taken together these studies suggest that befriending therapy is a highly effective 
control therapy for common factors in therapy and shows very little overlap with 
CBT techniques beyond common factors, although it does also appear to offer 
something distinct from CBT in the form of unstructured social support. 
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1.5 Discussion 
1.5.1 Summary of Findings 
This review has explored the findings of twenty studies evaluating befriending 
interventions for individuals with SEMI. 
 
1.5.1.1 Volunteer Befriending 
Very few studies have investigated volunteer befriending for clients with SEMI.  
Among these studies, those using quantitative designs have found little evidence 
that befriending results in greater improvements in outcomes than treatment as 
usual.  The only exception is that among the sub-group of chronically depressed 
women there is initial evidence of befriending increasing chances of remission, 
particularly for those with adverse life circumstances.  This is consistent with the 
findings of the existing meta-analysis of befriending for depression and distress 
(Mead et al., 2010).  However beyond this group the only outcome affected by 
befriending was social support, which is directly manipulated by the social contact 
involved in befriending interventions. 
Nevertheless qualitative studies recruiting participants from successful befriending 
matches provide rich data to suggest that both clients and volunteers may 
experience a wide range of clinical, psychosocial and functional benefits as a result 
of befriending.  One way in which successful befriending matches appear to benefit 
clients is through allowing them to escape from feeling defined by their identity as a 
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service user and to feel accepted by a member of the wider community.  Similar 
findings were reported in a recent review of volunteering for severe mental illness, 
which found that one of the main benefits for clients was gaining a non-stigmatising 
companion who helped them to increase their involvement in the community 
(Hallett et al., 2012).  As previously noted, similar benefits have also been reported 
in the wider literature investigating befriending in other populations.  
 
1.5.1.2 Befriending as a Control Condition 
Studies utilising befriending as a control condition in trials of CBT for SEMI have 
found mixed results, although some common themes were apparent.  The 
strongest evidence suggests that befriending offers comparable benefits to CBT, 
although the effects produced by CBT are often larger or more durable.  However 
oversampling, a lack of power and a dearth of control conditions with which to 
compare befriending make it difficult to draw firm conclusions about comparative 
effectiveness. 
Current evidence suggests that befriending is a very effective control for the 
‘common features’ of therapy, but it also appears to offer a distinct therapeutic 
intervention with different active ingredients, such as social support.  In engaging 
clients in discussion about interests and recreational activities, befriending control 
therapy (BCT) bears some resemblance to solution-focussed approaches to therapy 
(e.g. Macdonald, 2007).   
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1.5.1.3 Comparing Two Types of Befriending 
The finding in this review that BCT performed similarly to CBT, an established 
therapy for psychosis, suggests that this form of befriending was more effective in 
producing therapeutic change than volunteer befriending.  One explanation for this 
difference is that attrition rates were lower among participants receiving BCT than 
those receiving volunteer befriending.  This suggests that the experienced 
professionals delivering BCT were better able to engage clients with SEMI than lay 
volunteers.  However when volunteers successfully engaged clients the benefits 
appeared to be considerable, with clients appreciating having contact with an 
accepting non-professional from the community, offering a different quality of 
support than their regular contact with mental health services (Davidson et al., 
2001; McCorkle et al., 2009).  Another explanation for the difference in results is 
that BCT appears to have involved several core therapy techniques, such as 
unconditional positive regard and empathy (Samarasekera et al., 2007) which are 
less likely to have been provided by volunteers.  Thus BCT, which typically involves 
less engagement in community-based activities, may be more akin to supportive 
therapy than to volunteer befriending.  Certainly the findings for BCT in this review 
are similar to those of the recent meta-analysis which found no significant 
differences in outcomes between CBT and supportive therapy (Newton‐Howes & 
Wood, 2013).   
 
1.5.2 Limitations 
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1.5.2.1 Limitations of The Literature and Recommendations for Further Research 
1.5.2.1.1  Volunteer Befriending 
The quantitative studies of volunteer befriending considered in this review incurred 
considerable attrition, with up to 60% of participants not receiving a full course of 
befriending and many participants failing to engage beyond the first session.  
However, in clinical practice SUs electing to receive befriending might be more 
motivated to remain engaged in befriending, having chosen the intervention rather 
than being recruited and randomised to receive it.  Moreover, while unsuccessful 
matches resulted in disengagement in studies, in practice individuals would be 
likely to be re-matched if they struggled to engage with their first volunteer.  
Therefore RCTs are likely to underestimate the effectiveness of volunteer 
befriending.  In order to more realistically measure the effectiveness of befriending 
in practice, future studies could employ more naturalistic designs.  For instance 
McCorkle et al. (2008) recruited participants from the waiting list of an existing 
befriending service.   
A further limitation affecting studies of volunteer befriending was the length of 
interventions.  Participants in qualitative studies of volunteer befriending reported 
increasing benefits over time as friendship developed, but only one study has 
included participants matched for more than one year.  Again this suggests that 
existing studies may underestimate the effectiveness of volunteer befriending.  
Further research is needed to investigate the longer-term impact of volunteer 
befriending.   
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1.5.2.1.2  Befriending Control Therapy 
The primary weakness of studies of BCT was the absence of control conditions in all 
but one study.  Without control conditions it is not possible to identify whether 
changes observed in the BCT groups were caused by the intervention or other 
factors such as spontaneous remission or the placebo effect.   
The use of befriending as a control condition is also problematic as clinicians 
delivering control conditions may have lower expectancy for the intervention and 
its outcomes (Mead et al., 2010).   
 
1.5.2.1.3 Overall Limitations 
A problem affecting both forms of befriending was oversampling, with the twenty 
papers synthesised in this review derived from only ten unique samples.  This issue 
was particularly problematic in studies of BCT, in which the samples of the LN and 
ACE trails accounted for ten of the thirteen papers reviewed.  This degree of 
oversampling risks placing too great an emphasis on the findings from individual 
cohorts of participants.  Thus cohort effects may have biased the findings of this 
review.  Clearly there is a need for more original research investigating befriending 
interventions for SEMI.   
 
1.5.2.2 Limitations of This Review 
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Although befriending may be considered a ‘simple’ intervention it is hard to define 
what constitutes a befriending intervention (Mead et al., 2010).  Many psychosocial 
interventions involve elements of unstructured social support similar to that 
provided in befriending.  In the research literature ‘befriending’ may refer to 
volunteer befriending, BCT or crisis telephone lines.  However in clinical practice it 
is typically associated with volunteer befriending.  Consequently the inclusion of 
BCT, delivered by paid professionals, in this review may be seen as controversial.  
Nevertheless both interventions fulfil the definition of befriending provided by 
Dean and Goodlad (1998) and there are many similarities between BCT and 
volunteer befriending.  These similarities include the provision of unstructured 
social support, companionship and a non-judgemental approach.   
An alternative approach to this review would have been to include other 
interventions involving core elements of befriending, such as ‘peer-support’ 
interventions.  However if such an approach were taken it would be very difficult to 
define the limits of befriending and to decide which interventions to review. 
 
1.5.3 Implications for Practice 
1.5.3.1 Volunteer Befriending 
On the basis of current research volunteer befriending appears best suited as a 
supplementary treatment option offered to socially isolated individuals desiring 
greater social integration.  In providing increased social support for these 
individuals it may be seen as a cost-effective treatment.   
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The findings of this review suggest that befriending delivered by trained clinicians 
has a greater effect than volunteer befriending.  It is therefore possible that the 
benefits of volunteer befriending might be enhanced for individuals with SEMI by 
training volunteers in basic counselling skills such as empathic listening. 
 
1.5.3.2 Befriending Control Therapy 
Although limited by a lack of original research, studies of BCT highlight the potential 
benefits of unstructured social support provided for individuals with SEMI.   
While BCT does not offer a more cost-effective treatment option than CBT, it may 
be more accessible for some clients preferring a less structured approach.  
Therefore BCT may be considered alongside other similar non-directive 
interventions, such as supportive therapy, as an alternative to CBT.  
 
1.5.4 Conclusion 
This systematic review has examined twenty studies investigating befriending 
interventions for SEMI.  Initial findings suggest that volunteer befriending provides 
social support for individuals with SEMI but has limited clinical benefit.  By contrast 
BCT appears to offer short-term benefits comparable to CBT.  Thus BCT represents 
a distinct intervention, rather than simply controlling for common factors in 
therapy.  However these findings should be treated with caution as current 
evidence is severely limited by methodological limitations and a dearth of original 
research.    
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2.1 Abstract  
In previous qualitative studies patients with spiritual beliefs have reported feeling 
that mental health professionals (MHPs) misinterpret their spiritual experiences as 
psychotic.  Since religious delusions often feature Christian narratives, MHPs may 
have particular difficulty distinguishing between spiritual and psychotic experiences 
in Christians.  This study investigated the experience of Christians with psychosis. 
Eight Christians diagnosed with psychosis were interviewed about the relationship 
between faith and psychosis and their experiences of psychiatric treatment.  
Interpretative Phenomenological Analysis produced two superordinate themes.  
The first theme describes participants’ struggle to find meaning and certainty 
amidst the confusion of psychotic illness.  When faith experiences ‘blurred’ into 
illness, faith contributed to this confusion.  However faith was also a valuable 
source of certainty and stability for participants.  In the second theme participants 
described encountering unhelpful attitudes in MHPs and Christians which left them 
feeling devalued.  Participants described MHPs often dismissing or pathologising 
their faith.  In church they often felt stigmatised or judged due to their mental 
illness.  By contrast, when professionals and Christians were accepting and 
supportive, participants described feeling more fully human.   
These findings highlight the importance of MHPs considering patients’ spiritual 
needs and suggest that Christians with psychosis may be a significantly marginalised 
and misunderstood group.  
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2.2 Introduction 
2.2.1 The Importance of Spirituality for Mental Health Service Users 
Spirituality is an important issue for mental health service users, with studies 
suggesting that 50-80% of service users consider spiritual or religious beliefs an 
important part of their daily lives (Borras et al., 2007; Mental Health Foundation, 
1997; Tepper, Rogers, Coleman, & Malony, 2001).  Moreover as Suhail and Ghauri 
(2010) note, several studies have found that the psychiatric patients hold stronger 
religious attitudes and beliefs than non-psychiatric patients.   
Despite the importance afforded to spirituality by service users, for many years the 
link between mental health and spirituality appeared to have been neglected in the 
mental health system (Swinton, 2007). However since the turn of the millennium 
there has been considerably greater interest in the link between spirituality and 
mental health, both among researchers and within mental health professions 
(Clarke, 2001; Cornah, 2006; Swinton, 2007).  This change has been attributed to an 
increasing focus on cultural sensitivity, diversity and accessibility (Pouchly, 2012), 
the growth in advocacy (Morgan, 2010) and the increasing presence of service 
users’ voices within the research literature (Swinton, 2007).   
 
2.2.2 Spirituality and People with Psychosis 
Spirituality provides a variety of benefits for individuals experiencing psychosis, 
giving hope, meaning and comfort, enabling the reconstruction of an identity and a 
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sense of self and facilitating reconnection with nature, others and community 
(Cornah, 2006; Drinnan & Lavender, 2006; Phillips, 2009; Tarko, 2003).  However, 
spirituality may not always be therapeutic for patients with psychosis; a review of 
70 studies between 1980 and 2010 concluded that religion interacts with symptoms 
of hallucination and delusion and can either be a protective factor or a risk factor 
for patients with schizophrenia (Gearing et al., 2011). 
 
2.2.3 Psychotic Symptoms and Spirituality 
Religious delusions are a common experience among patients with psychosis. 
According to Mills (2001) the most reliable estimate is that 24% of British patients 
with schizophrenia experience religious delusions.  One study (Getz, Fleck, & 
Strakowski, 2001) has indicated that Christians with psychosis experience religious 
delusions more frequently and more severely than non-religious patients.  However 
a recent review found no evidence of a causal link between religious beliefs and the 
development of schizophrenia (Spirituality Forum, 2011). 
 
2.2.4 Pathologising Spiritual Experiences 
Several studies have shown that it is difficult to distinguish between spiritual 
experiences and religious delusions (Eeles, Lowe, & Wellman, 2003; Hunt, 2007; 
Stifler, Greer, Sneck, & Dovenmuehle, 1993).  Given this similarity, Clarke (2001) 
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argues that psychosis and spirituality should be re-appraised as both representing 
atypical experiences on a continuum between normal and abnormal experiences. 
One consequence of this difficulty in distinguishing spiritual and psychotic 
experiences is that professionals may mistake spiritual experiences as psychotic.  
This is indicated in a study by O'Connor and Vandenberg (2010) which found that 
mental health professionals performed similarly to members of the public in 
distinguishing religious and harmful beliefs.  This suggests that professionals judge 
patients’ beliefs on the basis of social norms rather than diagnostic criteria and 
therefore may easily mistake unusual spiritual experiences as psychotic.  In support 
of this suggestion Rashd (2010) argues that many of the assumptions and 
procedures of psychiatry inherently promote the pathologising of unusual 
experiences such as spiritual experiences.  
As Drinnan and Lavender (2006) recognise, the consequences of pathologising 
patients’ beliefs are severe, risking potential mis-diagnosis, unnecessary or 
prolonged hospital stays and the removal of patient freedoms.  Pathologising 
patients’ beliefs also contravenes the NHS’s Revised Patient Charter which promises 
that “staff will be sensitive to and respect your religious spiritual and cultural needs 
at all times” (2001, p.29, cited by Spirituality Forum, 2011).  It may also infringe 
Article 9 of the Human Rights Act, which states that people should be free to 
express their religion, whatever this may be or look like. 
 
2.2.5 Studies of Service User Experience 
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Two British studies of service user experience have provided further evidence that 
professionals may pathologise the spiritual experiences of their patients.  The first 
of these studies interviewed 27 mental health service users from Somerset with 
spiritual beliefs (Mental Health Foundation, 2002).  Subsequent grounded theory 
analysis of eleven participants’ interviews indicated that when relatives or 
professionals rejected or ignored spiritual experiences, participants were unable to 
find meaning in their experiences, leading to worse outcomes (Macmin & Foskett, 
2004).  Another study interviewed seven service users from London with psychosis 
and various religious beliefs (Drinnan & Lavender, 2006).  In this study participants 
explained that previous experiences of having their religious experiences 
pathologised made them reluctant to speak to professionals about their spirituality.   
However beyond these studies the literature on the experience of service users 
with spiritual beliefs is limited to international studies conducted in Canada 
(Forchuk, Jewell, Tweedell, & Steinnagel, 2003; Smith & Suto, 2012; Tarko, 2003).  
Therefore with only one British study in the past decade (Drinnan & Lavender, 
2006) there is a need for further research into the experience of British service 
users with spiritual beliefs.  Moreover with the recent appearance of a number of 
policies and organisations promoting spiritually sensitive practices (Spirituality 
Forum, 2011) it would be beneficial to re-examine the experience of service users.  
Doing so could help to identify whether patients have experienced a felt 
improvement in provision for spiritual needs.  
 
2.2.6 Aims and Rationale 
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2.2.6.1 Rationale 
As Christians appear to experience more religious delusions than service users 
without spiritual beliefs (Getz et al., 2001) they may be particularly likely to have 
their beliefs pathologised.  This suggestion is supported by previous qualitative 
studies in which some Christian participants reported that their spiritual 
experiences were pathologised by professionals (Drinnan & Lavender, 2006; 
Macmin & Foskett, 2004; Mental Health Foundation, 2002).  Given that descriptions 
of ‘typical’ religious delusions often involve Christian narratives, such as God, Jesus, 
the devil and hell, it is possible that mental health professionals may more often 
label the spiritual experiences of Christian service users as psychotic.  Alternatively, 
the place of Christianity in British cultural heritage and its continuing place in 
society may normalise Christian beliefs for professionals, reducing the likelihood of 
Christian service users’ beliefs being pathologised, as compared to service users 
with other spiritual beliefs.   
In response to these speculations this study aimed to extend the literature by 
examining the particular experience of Christians with psychosis.  By choosing to 
restrict the sample to Christians a more homogenous sample was recruited, which 
was likely to yield more common themes of experience than a sample comprising 
several spiritual groups.  Furthermore in examining the experience of Christians 
with psychosis this study aimed to give collective voice to the experiences of a 
minority group whose needs might not otherwise be heard within mental health 
services.   
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2.2.6.2 Research Aim and Questions 
This study aimed to extend the literature by examining the experiences of 
Christians with psychosis.  More specifically the following research questions were 
developed.   
1. How do Christians with psychosis understand the relationship between their 
faith and psychosis? 
2. How do Christians with psychosis experience mental health treatment and 
in particular, their interactions with mental health professionals?  
 
2.3 Methodology 
2.3.1 Design 
In order to capture detailed information about service users’ experiences an 
Interpretative Phenomenological Analysis (IPA) methodology was chosen, using 
semi-structured interviews.  IPA’s phenomenological approach, which “involves 
detailed examination of the participants’ lived experience” (Smith & Osborn, 2008, 
p. 53) is ideally suited to giving voice to the experiences of service users in their 
own terms.  IPA’s particular suitability to issues involving complexity (Smith & 
Osborn, 2008) also indicates its suitability for a study exploring the complex 
relationship between psychosis and spirituality.  The choice to use IPA in this study 
also extends the literature, since other similar studies have used grounded theory 
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or thematic analysis (Drinnan & Lavender, 2006; Macmin & Foskett, 2004; Mental 
Health Foundation, 2002). 
 
2.3.2 Recruitment 
2.3.2.1 Sample 
The target population for this study consisted of Christians with a diagnosis of 
psychosis and a history of at least one psychiatric inpatient admission, reflecting the 
study’s focus on experiences of psychiatric treatment.  In accordance with guidance 
on appropriate sample sizes for IPA (Smith, Flowers, & Larkin, 2009) a sample of 
eight participants was recruited for this study.  It was considered appropriate to 
begin analysis at this point as the eight interviews had produced a large volume of 
rich data with common themes clearly emerging across the cohort of participants. 
 
2.3.2.2 Recruitment Procedure 
In order to avoid recruiting participants who were at high risk of becoming acutely 
unwell, participants were not recruited directly from mental health services.  
Instead participants were recruited via local service-user groups and mental health 
charities as it was anticipated that individuals attending such services would be 
more likely to be experiencing remission from acute psychotic symptoms.   
Potential participants were identified by asking organisations to notify their service-
users about the opportunity to participate and speaking about the study at 
 74 
 
meetings of service-users.  In addition, promotional posters and leaflets (Appendix 
F) were displayed at the offices of mental health charities and distributed via the 
electronic mailing lists of charities and service user groups.  In light of the restrictive 
inclusion criteria of religion, diagnosis and psychiatric history, difficulties were 
anticipated in recruiting a sufficient sample.  Therefore this study also employed a 
networking approach (Barker, Pistrang, & Elliott, 2002) whereby participants were 
encouraged to notify other individuals about the opportunity to participate.  
Unexpectedly networking accounted for only one of the eight participants 
recruited.   
 
2.3.2.3 Inclusion and Exclusion of Participants 
Potential participants were excluded if they were currently hospitalised or 
otherwise judged to be acutely psychotic or in a state of crisis at the point of 
recruitment or interview.  These exclusion criteria were applied to ensure that 
participants would be able to give informed consent to participate and would feel 
able to withdraw.  Individuals reporting mild or moderate residual psychotic 
symptoms were not excluded.  Two individuals wishing to participate reported 
belonging to non-mainstream Christian groups. One reported attending The Church 
of the Latter Day Saints (the Mormon church) and the other reported attending the 
Spiritualist church.  Although these groups are not universally recognised as 
Christian denominations, both consider the Bible as a holy text and share many 
beliefs with mainstream Christianity.  Since these individuals self-identified as 
Christians by volunteering for the study and had both previously regularly attended 
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several mainstream Christian churches they were considered appropriate for 
inclusion.  Self-reported information about sample characteristics was collected 
using a demographics questionnaire (Appendix G) and is provided in Table 2.1 and 
Table 2.2 below.   
 
Age (years) 
(N=8) 
Mean:  46 
Range: 27-71 
Gender (frequency) 
(N=8) 
Male: 3 
Female: 5 
Ethnicity (frequency) 
(N=8) 
White (other): 1 
White British: 7 
Episodes of mental illness 
(N=7) 
Three: 1 
Five to Nine: 1 
Ten or More: 2 
Continuous since it began: 3 
Number of inpatient 
admissions 
(N=8) 
One: 1 
Three: 2 
Four: 1 
Five to Nine: 3 
Ten or More: 1 
Years since first treatment in a 
psychiatric hospital or mental 
health unit. 
(N=8) 
Mean: 18 
Range: 5-39 
Years since last treatment for 
psychosis. 
(N=8) 
Mean: 6 
Range: 0-32 
Mode: 0  (N=5) 
Current Christian 
denomination: 
Anglican: 2 
Baptist: 1 
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(N=8) 
 
 
Catholic: 1 
Independent (evangelical): 1 
Mormon: 1 
Spiritualist: 1 
Does not consider self as part of a 
denomination: 1 
 Table 2.1: Sample demographic information 
 
Mental Health 
Problem: 
Total participants who 
reported having 
experienced this problem.  
Psychosis 71 
Schizophrenia 0 
Bipolar Disorder 5 
Depression 6 
Anxiety 7 
OCD 1 
PTSD 2 
Eating Disorder 2 
Other 3 
 Table 2.2: Frequency of mental health problems reported by participants. 
 
2.3.3 Procedure 
Individuals expressing an interest in participation were initially screened in person 
or by telephone to assess their suitability and their ability to consent to participate.  
                                                          
1 One participant did not report having experienced psychosis on the demographics questionnaire.  
This appears to be an omission as this participant repeatedly spoke about experiencing psychosis 
during their interview.  Moreover all participants had reported being diagnosed with psychosis when 
screened prior to interview. 
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Those considered appropriate for inclusion were asked to read the participant 
information sheet (Appendix H) prior to interview. 
Individual interviews were conducted in rooms provided by universities and mental 
health charities.  These venues were considered quiet and non-threatening and 
offered sufficient privacy.  Where possible the interview location was familiar to the 
participant.  These arrangements were intended to put participants at ease, 
supporting them to speak openly about the deeply personal experiences 
investigated by this study.   
Prior to commencing the interview the participant was asked to complete an 
informed consent form (Appendix I) and the demographics questionnaire.     
Semi-structured interviews lasted between 57 and 83 minutes and were recorded 
using an electronic dictaphone.  At the end of interviews participants were 
debriefed to monitor any strong or upsetting feelings evoked by discussing their 
experiences.  Participants were then provided with a debrief sheet (Appendix J) 
and, if necessary, signposted to appropriate support services.  Although a minority 
of participants noted some upsetting feelings arising during interviews, no referrals 
to support services were necessary following interview.   
 
2.3.4 Materials 
An interview schedule (Appendix K) was developed, drawing upon guidance 
provided by King and Horrocks (2010) and Smith et al. (2009).  Questions were 
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phrased in open and neutral terms to support participants to feel comfortable 
talking about their personal experiences and opinions.  Interview questions were 
initially drafted to achieve sufficient coverage of the research questions and study 
aims.  The draft interview schedule was discussed with a supervisor with extensive 
experience in IPA research.  It then underwent several revisions in an iterative 
manner, on the basis of feedback obtained.  As recommended by King and Horrocks 
(2010) the interview schedule was revised during the course of data collection.  In 
accordance with the principles of IPA, priority was given to allowing participants to 
tell their experiences in their own terms.  Consequently the interview schedule was 
used with a degree of flexibility, particularly as regards the ordering of questions.   
All other materials used in this study were developed in consultation with 
supervisors and redrafted in response to supervisory feedback. 
 
2.3.5 Ethical Approval 
Ethical approval was obtained from the Coventry University Applied Research Ethics 
Committee (Appendix L). 
 
2.3.6 Analysis 
Recorded interviews were transcribed verbatim and saved in encrypted password-
protected documents which were securely stored.  Names and other personally 
identifiable information were anonymised during transcription to protect the 
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identity of participants.  One participant contacted the researcher after interview to 
request that a portion of their interview be removed from analysis, which was done 
accordingly.    
IPA was conducted in accordance with guidance for the analysis of data from larger 
samples provided by Smith et al. (2009) and Smith and Osborn (2008).  The stages 
of the analysis process are presented in Table 2.3, below.  Extracts of coded 
transcripts and examples of thematic maps are provided in Appendices M and N.  In 
keeping with guidance provided by Smith et al. (2009) only themes appearing in the 
account of at least half the sample were included in the final thematic structure.  
Due to the restricted length of this report some themes which did not fit within the 
final thematic structure or appeared less frequently in participants’ accounts will 
not be reported.  Nevertheless it was felt that the final thematic structure achieved 
a good degree of coverage of the themes identified in analysis. 
 
Stage Stages of initial analysis conducted for each transcript 
1 Re-listening to interview recording. 
2 Reading and re-reading of the transcript. 
3 Coding the transcript with exploratory codes.  
4 Coding the transcript with emergent themes. 
5 Creation of a visual thematic map to aid coding and facilitate the 
identification of thematic patterns between participants.   
 Stages of analysis once all transcripts had been coded individually 
6 Creation of thematic maps of themes for all participants in order to test 
alternative thematic structures and to identify superordinate themes. 
7 Quotations for emergent themes extracted from each participant’s 
transcript and compiled by theme in a single document. 
 80 
 
8 Use of quotations document to assess validity and internal consistency 
of identified themes.  
9 Iterative revisions of thematic structure with reference to quotations 
document and transcripts.  Additional quotations obtained from 
transcripts for newly emerging themes. 
10 Stable thematic structure established and used to write the analysis. 
Table 2.3: Stages of IPA analysis conducted. 
 
2.3.7 Validity 
Yardley (2000) presents four principles by which the quality of qualitative research 
may be assessed: ‘sensitivity to context’, ‘commitment and rigour’, ‘transparency 
and coherence’ and ‘impact and importance’.  The researcher has considered these 
principles throughout the research process.  In writing the analysis of this study the 
researcher also drew upon a guide for assessing the quality of IPA research (Smith, 
2011).   
Several steps were taken to ensure validity and rigour during the analysis process.  
At the start of the analysis the first transcript to be coded was also independently 
coded by a supervisor experienced in IPA research.  Exploratory codes and 
emergent themes were discussed and compared.  Later in the analysis this process 
was repeated with a research student trained in IPA who independently coded a 
three page extract of a different transcript.  During analysis the researcher also met 
with all three supervisors individually to discuss emerging theme structures.  Each 
of these meetings helped to bring fresh insights to the analysis, highlighting 
additional themes and theme structures which were then evaluated by returning to 
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the data.  The function of these meetings was similar to that of the ‘mini-audit’ 
method of validation described by Smith et al. (2009).   
 
2.3.8 Researcher’s Position 
King and Horrocks (2010) describe reflexivity as a central process in qualitative 
research, enabling researchers to become aware of their subjective position and 
motivations.  In doing so they argue that reflexivity enables the researcher to be 
open to new ideas emerging from their research.  To aid the adoption of a reflexive 
position the researcher wrote reflective accounts after interviews, noting any 
personal and emotional reactions.  Extracts from these accounts are provided in 
Appendix O.  Discussions with supervisors throughout the research process also 
helped to increase reflexive awareness of the researcher’s position.   
At the time that this research was conducted the researcher was employed as a 
Trainee Clinical Psychologist.  The researcher has a Christian faith and was raised by 
Christian parents.  This study was initially inspired by the researcher forming a 
personal friendship whilst at church with a Christian service user with psychosis 
who was subsequently hospitalised.  A reflective account of this experience and 
managing the dual role of psychologist and Christian during the research process 
forms the basis of Chapter 3.   
 
2.4 Analysis 
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IPA analysis produced two superordinate themes, each comprising two second-
order themes, each with three sub-themes, making a total of twelve sub-themes.  
This thematic structure is presented in Figure 2.1, below. 
The first superordinate theme “Finding Certainty Amidst Confusion” describes the 
confusion resulting from mental illness2 and participants’ attempts to regain a 
sense of certainty.  This theme is primarily concerned with participants’ internal 
intrapersonal experiences.  By contrast, the second superordinate theme “Struggle 
for Acceptance and Personhood” focuses on participants’ interactions with others, 
describing the ways in which such interactions impact positively and negatively on 
participants’ senses of identity and personhood.  Thus the second superordinate 
theme illustrates the potential for interpersonal relationships to either exacerbate 
or alleviate the confusion described in the first superordinate theme.   
In order to give context to participants’ accounts, brief vignettes of the participants 
recruited for this study are provided in Table 2.4, below.  Participants have been 
given pseudonyms to preserve their anonymity. 
  
                                                          
2 Terms such as ‘illness’ and ‘mental illness’ have been used in this report to reflect the language 
used by participants and in the interests of brevity.  Here ‘illness’ is understood in the broadest 
sense as a point at which a participant was subjectively experiencing psychological distress.  Thus 
‘illness’ does not equate to meeting psychiatric diagnostic criteria.  The use of these terms also 
indicates that participants’ descriptions did not exclusively refer to experiences of psychosis, but also 
to experiences of other periods in which they experienced considerable psychological distress.  
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Pseudonym Vignette 
Alice A woman with psychotic depression.  She attended a mainstream church as 
a teenager but became disillusioned with church for some time until finding 
acceptance and community in the Mormon church.  She previously trained 
as a nurse but now helps to run a support group for other service users. 
John A man who worked for many years before experiencing a breakdown 
involving psychosis and depression.  He was brought-up as a Christian and 
remains involved in his local church but now feels unsure whether to call 
himself Christian or agnostic.  He currently works in mental health. 
Helen A woman with bipolar disorder.  She has been a Christian all her life but 
recently also became interested in Buddhism and describes having many 
unanswered philosophical questions about faith and psychosis.   
Megan A woman with bipolar disorder.  She was quite isolated whilst growing up 
due to physical health problems but life improved when she recovered 
enough to go to university where she found supportive Christian friends. 
Carol A divorced woman who previously experienced psychosis alongside 
depression and anxiety, which she feels were exacerbated by her difficult 
marriage.  She is now involved in voluntary work with mental health and 
service user organisations. 
Toby A homosexual man with bipolar disorder who explored various churches and 
religions to find one which would accept him.  His turning point was 
encountering the Spiritualist church, where he finally found a sense of 
belonging. 
Simon A man with bipolar disorder who experienced religious delusions prior to 
becoming a Christian.  He later experienced a dramatic conversion to faith 
whilst suicidal which turned his life around.  He describes the support he 
now receives from church and Christian friends as crucial. 
Grace A woman with psychotic depression who previously trained as a doctor but 
has since had to find less stressful work as a result of her illness.  She has 
been a member of various churches. 
Table 2.4: Participant pseudonyms and vignettes. 
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Figure 2.1: Thematic structure produced by IPA analysis.  
Superordinate 
Theme 1:
Finding Certainty 
Amidst Confusion
Theme 1:
Confusion
Experiencing Confusion
Faith Blurs into Illness
Information Witheld
Theme 2: 
Certainty
Distinguishing Faith from 
Psychosis
Sense Making
Faith as Anchor
Superordinate 
Theme 2: 
Struggle for 
Acceptance and 
Personhood
Theme 3: 
Feeling Devalued
Unhelpful Attitudes
Prejudice
The Dilemma of Self-
Disclosure
Theme 4:
Regaining 
Personhood
Being Treated as A Person
Spiritual Care
Finding A Spiritual Home
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2.4.1 Superordinate Theme 1: Finding Certainty Amidst Confusion 
2.4.1.1 Theme 1: Confusion 
2.4.1.1.1  Experiencing Confusion 
A theme in nearly all participants’ narratives was the experience of confusion, often 
expressed in absolute or existential terms, as John describes:   
John: I didn’t know what was happening… to me I found it almost 
impossible… to really exist… once I’d had the breakdown (p.2:10) 
As John’s account suggests, these experiences of confusion typically coincided with 
acute episodes of illness, when mental illness had taken over participants’ lives and 
had left them feeling bewildered.  Participants frequently described questioning 
their identity and even the boundaries of reality at such times, as Megan described: 
Megan: so many thoughts bombarding each other and not really fully 
forming, voices, visual hallucinations, not knowing what was real and what 
wasn’t (p.12:26) 
Such episodes were described by some participants as terrifying and highly 
isolating.  For these participants in particular being acutely unwell had been a very 
disturbing experience, with long-lasting effects.  
 
2.4.1.1.2  Faith Blurs Into Illness 
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In addition to this general confusion almost all participants described confusing 
faith experiences and psychotic experiences, with the two seeming to ‘blur’ into 
each other.  Again this occurred most often during acute psychotic episodes, as 
Helen describes: 
Interviewer: we’ve talked about the, the kind of maybe the physical world, 
the area of mental illness, the spiritual area of life and would you draw lines 
between those experiences?   
Helen:  Um, normally I would, when I’m well I would, yeah, but I think it kind 
of, it gets a bit blurred when [I’m] unwell.  (p.24:29) 
Losing the ability to distinguish the spiritual from the psychotic often seemed to 
cause confusion beyond episodes of illness and sometimes left participants with 
unanswered questions for many years.  This long-term confusion is apparent in 
Grace’s account of a confusion between faith and illness which began in her 
teenage years: 
Grace: those, episodes, which to me were faith episodes, have then become 
confused into becoming a psychotic belief really… and yet that was 
supposedly a faith experience because every time I heard God telling me to 
look up a verse I did it and to me that w- so then all of a sudden everything 
blurred and I didn’t know what was religio- uh religion until now, until last 
year – I didn’t know what was illness, (p.25:27) 
This is a rich and insightful excerpt which deserves closer inspection.  While Grace 
claims that her confusion about the boundary between faith and illness has recently 
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been resolved, she does not sound convinced.  Her hesitancy, the way she 
interrupts herself and her alternation between the past and present tenses all 
suggest that she remains unsure.  Indeed she appears to be distracted by these 
issues as she speaks, suggesting that far from being resolved this uncertainty 
remains an ongoing source of anxiety for her, continuing to colour her experience 
of her faith and her psychosis.  
For some participants this confusion was triggered or exacerbated by external 
factors, such as professionals, other Christians or the Bible, particularly when the 
guidance obtained from these sources seemed contradictory, as Megan found: 
Megan: On the one hand I’ve got people from church telling me that the 
Bible is the ultimate word of God, which I still believe it is.  But then you’ve 
also got the people that are meant to be in charge of you, the people that 
are well, the people looking after you, telling you something completely 
different and you’re not sure in your own head what’s real and what isn’t 
and then it’s confusing and then it almost makes you doubt your faith and 
then you start feeling guilty because you’re doubting things (p.14:6) 
Megan’s description implies that the confusion she experienced between faith and 
illness related to a clash of cultures between Christianity and the mental health 
system.  This cultural rift was implicitly apparent as a source of tension in most 
participants’ accounts. 
 
2.4.1.1.3  Information Withheld 
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Another external factor which can be interpreted as causing confusion was the 
withholding of information by professionals.  In particular participants described 
not being given their diagnosis and only finding it out later, sometimes by co-
incidence.   
Carol: I sort of leaned-over and saw what was written in the notes and it was 
actually on the  back of the card that they, that they give you, that the nurse 
– you get weighed and it, it got written on the back “has had psychosis” or 
“this is a psychotic patient” type –that word was mentioned on, on a, on a 
card for all and sundry to see – and that’s when I suddenly realised that the 
episode in hospital with my son was, was, was called “psychosis”, and that 
was the first time that that word was mentioned. (p.12:8) 
Carol’s account suggests a feeling of anger that such a momentous diagnosis had 
been withheld from her for some years and yet was readily shared between 
professionals. 
 
2.4.1.2 Theme 2: Finding Certainty 
In response to the confusion caused by episodes of psychosis and other mental 
health problems it was important for participants to regain a sense of certainty.  
Participants typically managed this in three ways: by distinguishing their faith from 
illness, by making sense of their experiences and by drawing on their faith as a 
source of certainty. 
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2.4.1.2.1  Distinguishing faith from Psychosis 
Participants felt that it was important to draw a distinction between their faith 
experiences and their psychotic experiences.  For those participants whose 
psychotic experiences did not typically involve religious themes this distinction was 
easily made.  As Alice said: 
Alice: quite often I’ve [been asked by professionals] “do you think it’s God 
talking to you?” and I was like “well, not the language they use!” (p.28:16) 
However for those who had experienced religious delusions distinguishing between 
religious and psychotic experiences was more difficult.  These participants were 
most likely to use strategies to distinguish faith from psychosis, such as drawing a 
distinction between the ‘ill faith’ of religious delusions and the real faith of spiritual 
experiences, or using logic to distinguish between faith and psychosis.  A third 
strategy participants described was using external reference points such as 
ministers, friends, professionals or the Bible to help them to distinguish faith from 
psychosis.  As Simon explains: 
Simon: I need to be around people who have got, who are Christians and 
mental health professionals because the one lot can say – the Christians can 
say “well actually that’s got nothing to do with Christianity at all” and the 
other lot can say “well actually, [Simon], err you’re ill.”  So the two combined 
are like a-another reference point that I use. … It always helps to have other 
people around. (p.26:31) 
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These attempts by participants to distinguish faith from psychosis can be 
interpreted as partly serving the purpose of asserting to others the authenticity of 
their faith as genuine rather than delusional.  This is perhaps unsurprising given that 
participants were directly asked about this distinction by the interviewer.  However, 
in finding ways to distinguish between faith and psychosis participants also seem to 
be managing doubt by establishing the validity of their spiritual experiences to 
themselves.  This second function appears particularly important for those who 
have experienced religious delusions.   
 
2.4.1.2.2  Sense Making 
Participants described two ways of making sense of their illness which seemed to 
reduce their sense of confusion by providing reassurance and a different 
perspective.  Firstly participants tried to understand and rationalise their psychotic 
experiences, for instance by using medical or psychological accounts of psychosis 
which reframed psychosis as capable of being understood or explained.  As Megan 
described: 
Megan: I’d heard the voices but I was still aware that you know, this was just 
some part of my subconscious, it can’t actually hurt me – yes it can upset me 
but it can’t actually hurt me, (p.7:3) 
However for Helen trying to understand her psychotic experiences was ineffective, 
leaving her with more questions than it answered.  She found a second approach – 
spiritual acceptance - more helpful in making sense of her illness.  This approach 
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was used by several participants and provided a different perspective, enabling 
them to come to terms with their illness and to see it as meaningful within Christian 
narratives.  Helen found this an important coping strategy: 
Helen: she’s given me quotes by Julian of Norwich that I hold on to, there’s 
one that says “God did not say you’ll not be tempest-tossed, but you’ll not – 
never be overcome” and that’s a great reassurance to me when I’m going 
through the mood swings because, you sort of think well, this is just a, a 
temporary disturbance and things will return to peace and um, calm and 
normality, it’s just a frightening time or an upsetting time (p.18:9) 
 
2.4.1.2.3  Faith as Anchor 
For all but one participant faith itself had been a source of certainty, a consistent 
supportive element in their life amidst the uncertainty of illness.  This sense of 
certainty and consistency is vividly captured by Simon’s metaphor of faith as an 
anchor and a rock, which remains the same despite the changes in his mental 
health: 
Simon: God lives within me and he’s like a rock inside of me, a constant, a 
rock, um, consistent … and I feel like I’ve got someth- someone inside of me 
… that is the anchor point er in me so that when I do get psychotic or 
depressed or manic he’s a constant reference point to me of sanity and… 
stability (p.4:27) 
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Participants described being able to trust in the certainty of their faith and feeling 
that their faith had protected them during their most vulnerable times, even 
preventing suicide.  Consequently participants described their faith as an important 
part of their lives and for most participants faith was closely entwined with their 
identity.  Alice’s description illustrates how her faith had become central to her 
identity to the extent that she could not imagine herself without it: 
Alice: if they had a problem with my religion, it’s not just my religion, they 
have a problem with me, because I don’t think I can be separated from my 
faith, I’m a Mormon, but I’m also [Alice] , but I’m [Alice] the Mormon. 
(p.13:22) 
However John’s experience of faith had been different – he had felt unable to 
connect with it during times of illness and described feelings of ambivalence and 
uncertainty, seeing faith as something that seemed to work for other people, but 
not for him. 
 
2.4.2 Superordinate Theme 2: Struggle for Acceptance and Personhood 
2.4.2.1 Theme 3: Feeling Devalued 
In contrast to the positive experience of faith as supportive during illness, 
participants described many of their interactions with others as unsupportive and 
devaluing, often exacerbating rather than alleviating feelings of confusion and 
isolation. 
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2.4.2.1.1  Unhelpful Attitudes 
Participants described often encountering attitudes towards faith or mental illness 
in other people that that they found unhelpful.  This occurred both in mental health 
services and in Christian contexts.   
In mental health services participants described encountering two unhelpful 
attitudes.  The first was a sense that professionals saw faith as irrelevant to 
treatment.  Participants described professionals either avoiding, ignoring or never 
mentioning matters of faith during sessions.  For Helen this attitude was 
diametrically opposed to her own view and left her feeling that something essential 
was missing from her treatment: 
Helen: I think they probably see it as something personal that’s a category 
apart, that’s got nothing to do with your mental health and I think it has 
everything to do with your mental health. (p.14:16) 
Secondly, most participants described professionals interpreting faith experiences 
as symptoms of illness - typically interpreting such experiences as religious 
delusions.  Although two participants were angered by this, it was generally 
attributed to a lack of awareness and understanding of religious beliefs.  Some 
participants empathised with the difficulty of distinguishing spiritual and psychotic 
experiences for professionals: 
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Simon: If you don’t have any personal faith at all, or an undefined faith, or 
maybe a different faith, you’re going to have difficulty being able to 
separate-out what’s psychiatric and what’s faith.  If you can’t see that, that 
overlap and that differentiation then you could misinterpret symptoms, 
(p.25:4) 
Similarly participants also described encountering attitudes, beliefs and teachings 
relating to mental illness in the church which they found unhelpful.  These beliefs 
included: psychosis being attributed to demon possession, illness being seen as a 
punishment from God, illness being seen as a lack of faith, a belief that Christians 
should not get depressed, a belief that Christians should rely upon God and 
therefore should not need treatment and an assumption that mental illness would 
be healed by prayer.  Such beliefs were seen as being held by individuals or 
particular churches rather than being universal in the church, although participants 
often described encountering them in conversations with church leaders.  Carol’s 
experience of encountering one such belief communicated in a sermon resulted in 
her experiencing feelings of inadequacy in herself as a Christian and as a person: 
Carol: I was on anti-depressants and I actually remember the preacher 
talking about anti-depressants, and saying, you know, society these days 
want to fix everything with an anti-depressant and almost saying it wasn’t 
good and they should have God in their life and they wouldn’t need anti-
depressants, and I remember thinking, I- made me feel even worse about 
myself and I’m thinking “I am, I am actually on anti-depressants” and my, 
my self-esteem felt very low with what he’d said (p.25:2) 
 95 
 
The belief that psychosis indicated that a person was possessed by demons was the 
only one of these beliefs which was recurrent in the accounts of half of the sample.  
This subject evoked strong feelings in participants, among whom opinion was 
divided, with two participants having believed themselves to be demon possessed 
at some point and two participants disbelieving the existence of demon possession.  
Participants’ accounts of this issue and the researcher’s own experiences suggest 
that this issue is also divisive in the wider church, with opinion divided amongst 
both congregations and church leaders.  However, despite their differences of 
opinion all four participants reported that the church’s handling of this issue had at 
times been harmful to them or others.   
For Grace, concerns that her psychosis indicated demon possession had been 
particularly problematic over many years and the difference of opinion she 
encountered between ministers seems only to have added to her confusion: 
Grace: I had lots of voices in my head shouting at me … I thought that must 
be it, I must be possessed, so I went to the church and I found a minister who 
agreed to say that I was possessed and then prayed with me and supposedly 
released me from all these demons, lots and lots of them, and the other 
minister at the church found out and went absolutely ballistic about it and 
was really apologetic to my mum or to someone, he was really angry about 
it anyway when he found out what had been going on.  And um, then since 
then I went to my minister in… the last church that I’ve been to and he said 
“well people who are Christians can’t be possessed” (p.10:20) 
She went on to say: 
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Grace: I felt I’d been listened to by the first one, but the second one yet 
again, just like everybody else I’ve come across dismissed it as a, stupid 
thing, I don’t need someone to say “yes” or “no that you’re not”, I just would 
like at some point in my life that somebody would have a discussion with me 
about it, (p12:19) 
In the second extract Grace makes it clear that her frustration about this issue 
relates to the way ministers responded to her rather than the actual answers they 
had given.  Ministers may have avoided lengthy discussion of this issue, feeling ill-
equipped to give a definitive answer.  However they appear not to have perceived 
her unspoken request to acknowledge and empathise with her struggle to 
differentiate faith from illness.  Consequently Grace felt that her needs had been 
ignored and that she had not been taken seriously as a person.   
 
2.4.2.1.2 Prejudice 
Participants’ accounts of feeling devalued by others frequently extended beyond 
encountering unhelpful attitudes to feeling that they were the subject of prejudice.  
Again this experience was equally prevalent in the church and in mental health 
services, although taking different forms. 
In church most participants described feeling that there was a considerable stigma 
attached to mental illness.  As Megan describes: 
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Megan: I just think there’s still a lot of taboo about mental illness in, 
certainly in the church as a whole, not necessarily specific churches but 
overall there’s still a big taboo about mental illness, and even in general 
society there’s a lot of people that just don’t understand it (p.4:18) 
This extract captures several themes also expressed by other participants. Firstly 
Megan’s description of mental illness as taboo implies that it is a subject that is 
unacceptable, not spoken about and carries a sense of exclusion, as indeed had 
been her experience in one church.  Secondly Megan highlights that the stigma of 
mental health in church is at once a reflection of stigma in wider society and yet 
also a particular problem for the church.  This was also present in the accounts of 
other participants who described stigma arising from particular narratives in some 
churches, such as the belief that Christians should not be depressed.  However, as 
Megan notes, this stigma of mental illness is not universal within the church and 
she, like several other participants, also described experiences of her mental illness 
being accepted in church.   
In mental health services participants described encountering prejudice when 
professionals introduced their own personal beliefs into sessions, challenging or 
dismissing client’s own beliefs.  Detailed personal accounts of such encounters 
were given by half of the sample and in all cases participants reported strong 
feelings of anger, indignation and personal offense.  It was clear that although 
participants wished to be able to discuss their own spiritual beliefs with 
professionals, it was considered highly unprofessional for professionals to challenge 
their religious beliefs, as Alice describes: 
 98 
 
Alice: I did say to him “you’ve changed your attitude since last week” and he 
went “well I found that you were a Mormon” and I said “well…” I said “what 
do you mean?” and he said …“ you can’t talk to you people, your head’s full 
of rubbish” and I thought ‘how insulting and unprofessional’ and he sort of 
said “I don’t think there’s any point continuing this” and I said “yeah, but” I 
said “but if I’d come in and I’d said to you last week ‘oh I’m a Muslim’  and 
this week I’d worn a head scarf would you be like that to me?” and he went 
“it’s completely different”… I said ”well it’s not, it’s my faith and you’re 
cheapening it by saying that I’m one of ‘those people’, so you’re lumping me 
into, you’re just rubbishing every single thing that I say”, and he said “yeah 
but since I found out that you know, you go to that kind of church, … I just 
don’t think that there’s any point talking to you because I just don’t think 
that you’re going to be open to everything” and I said “well you know” I said 
“since I found out that you’re an idiot I just decided that I’m not going to 
stay in your sessions” and I left. (p.11:4) 
As this extract illustrates, the centrality of Alice’s faith to her identity meant that a 
psychologist dismissing her faith was experienced as a very personal attack, 
threatening her sense of self and destroying any confidence she previously had in 
her therapist.  Although Alice’s experience appears extreme it is representative of 
incidents with professionals reported by several participants.  However, not all 
interactions in which professionals disclosed their personal beliefs were 
destructive; where participants encountered professionals who disclosed having 
the same religious beliefs as them they typically reported positive experiences.  
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2.4.2.1.3 The Dilemma of Self-Disclosure 
As the previous sections have shown, participants often found that self-disclosing 
by talking to professionals about faith or by talking to Christians about mental 
illness resulted in interactions which left them feeling worse – devalued rather than 
supported.  As a result of such experiences many participants spoke about 
deliberately choosing whether to self-disclose, or whether it would be unhelpful to 
do so.  Some participants felt apprehensive about self-disclosure, fearing the 
reaction that they would receive, others felt disillusioned and had given-up 
disclosing information about their faith or their illness feeling that this was the 
easier option.  Still others described ‘setting out their stall’ by self-disclosing early in 
their contact with professionals as a litmus test of whether they would be accepted 
and thus whether they should invest in the relationship. 
Toby’s account demonstrates this dilemma.  He described initially speaking to 
professionals about his faith but after discovering that his beliefs were being seen 
as psychotic and resulting in additional diagnoses he became wary of self-
disclosure.  He feels that belonging to a non-mainstream Christian group made it 
more likely that professionals would pathologise his spiritual experiences: 
Toby: Psychiatrically when you’re talking like that then you’ve got psychosis 
and you’ve got um paranoia, so you learn not to speak about it, so you’re 
very careful when you’re talking to a psychiatrist or a consultant, ‘cos what 
they write down with their ink, um, it’s not about spirituality, it’s  about “he 
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believes in things that don’t exist, he hears things, he sees things that aren’t 
there”, so it’s harder if you mention that you’re a spiritualist. (p.3:28) 
 
 
2.4.2.2 Theme 4: Regaining Personhood 
In the first two themes of this analysis participants described the loss of their sense 
of self and reality through mental illness and their personal attempts to regain a 
sense of certainty and stability.  In the third theme participants’ accounts indicated 
that their identity and sense of self-worth had also been threatened by their 
interactions with mental health professionals and other Christians which left them 
feeling devalued and isolated.  The analysis now turns to consider participants’ 
experiences of regaining a sense of identity and personhood through their 
interactions with others.  There are three ways in which participants achieved 
greater personhood:  firstly by being treated as a person rather than an object, 
secondly by receiving spiritual care and thirdly by finding a spiritual home. 
 
2.4.2.2.1  Being Treated As a Person 
A common theme in participants’ narratives was the ineffectiveness of psychiatric 
treatment, particularly medication.  Relatedly participants described dissatisfaction 
with their treatment, feeling that when treatment consisted primarily of medication 
it was inadequate.  There was a sense in participants’ accounts that when 
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treatment was solely focussed on medication and risk management through 
hospitalisation they were being treated as less than human – like an object or an 
animal.  This is implied in John’s choice of metaphor: 
John: [my psychiatrist] wasn’t particularly communicative so, that was it, he 
didn’t do me any good at all, except push pills down me throat. (p.15:18) 
By contrast, in describing good experiences of care and support participants 
regularly described being treated as a person.  They cited simple acts of humanity - 
such as being listened to, or others having time for them - as the difference 
between such good experiences and other experiences of care and support.  
Likewise some participants spoke of the importance of care being holistic, again 
emphasising the concept of being treated as a whole person rather than being 
defined by their illness.  As Simon describes: 
Simon: for about eight years I was treated by a [psychiatrist] … who uh, 
treated me as a human being rather than a walking illness (p.11:15) 
Drawing together these strands it appears that participants generally found 
personal, supportive aspects of care more valuable than the curative elements of 
care.  Thus, as Grace described in her earlier account of speaking to ministers about 
demon possession, participants may often feel that their most important needs are 
not considered.  Perhaps then, in describing psychiatric treatment as ineffective or 
inadequate participants are actually communicating that they want a different kind 
of care.  That unless they feel respected as a person, care is not valuable to them.  
Given the recurrence and chronicity of psychotic disorders it is perhaps unsurprising 
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that participants would value the supportiveness of care over its effectiveness in 
reducing symptoms. 
 
2.4.2.2.2  Spiritual Care 
Since faith played an important part in almost all participants’ lives and was a 
central part of the identity of most, participants felt it was essential that they 
should be able to discuss matters of faith as part of psychiatric care.  Thus being 
treated as a whole person required the presence of spiritual care.  There were three 
recurring themes in participants’ descriptions of spiritual care, namely that spiritual 
assessment should be standard, professionals should be open to discuss matters of 
faith and chaplaincy care should be more readily available in psychiatric hospitals.   
The majority of participants reported that they had never had their spiritual needs 
assessed and almost all expressed feelings that spiritual assessment was important 
or desirable for them.  Perhaps unsurprisingly, given the rarity of spiritual 
assessment, only one participant described having seen a chaplain regularly while 
hospitalised, although most had encountered chaplains at some point.  Participants 
typically felt that chaplaincy provision was insufficient, with Megan describing 
staying on a ward that the chaplain visited for only one hour per month. 
As implied by the previous theme, participants were often disappointed by the lack 
of openness shown by professionals towards discussing matters of faith.  Indeed 
the majority of participants described experiences of professionals not being 
prepared to discuss spirituality with them.  However where professionals showed a 
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willingness to allow participants to discuss their faith participants described such 
care as very valuable, consistently representing their best experiences of care.   
This feeling that the best care is spiritually sensitive came across clearly in Toby’s 
account.  His first experience of encountering professionals who were proactive in 
assessing and discussing his spiritual needs was a profound moment for him, 
representing a turning point in his experience of care and triggering a return to 
faith.  Whereas he felt that psychiatric treatment had previously inhibited his faith, 
for the first time it was supporting spiritual growth and enabling him to access 
support from his church. 
Toby: I find the spiritual bit’s never brought in and the first time that was 
brought into my treatment was six years ago… I was allowed to talk about it, 
because … they actually came at me with that approach… The holistic 
approach, and um it became quite evident that a part of my life that was 
missing and had been missing was the spiritual part, then when I mentioned 
that I was a Spiritualist I got a completely different reaction: “well why 
haven’t you been back to church?” I says “well I’ve lost me faith” um and 
that was down to the way I’ve been treated by psychiatrists and consultants 
as well, and the man says “we need to work on that” and I couldn’t believe 
that for the first time it was like allowed to be a Spiritualist and be accepted, 
um and that was the first time in my mental health treatment that it became 
part of my treatment plan and that I was encouraged to go to my local 
church and to mix.  (p.31:12) 
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2.4.2.2.3  Finding a Spiritual Home 
Participants also regained a sense of personhood through finding acceptance and 
belonging in Christian community.  However, it often took participants time to find 
a Christian community in which they felt accepted, frequently due to negative 
experiences of stigma or unhelpful attitudes within the church.  For instance Carol’s 
experience of hearing a sermon about Christians not needing anti-depressants, 
cited earlier, precipitated her leaving that church.  Participants described searching 
for a church in which they belonged and sometimes this involved trying many 
different churches.   
Another reason that participants changed churches was illness.  Participants often 
described being away from church for long periods of time as a result of illness, 
particularly when hospitalised.  While some participants tried to maintain contact 
with church, others lost their faith at such times.  Given these absences from 
church, it is unsurprising that some participants described appreciating Christian 
friendships that were independent of church.  Nevertheless there was something 
very important about belonging to an accepting, supportive church community and 
returning to church after being unwell often carried a sense of ‘coming home’.  For 
Carol this was a wonderful experience:   
Carol: there was one lady I met in hospital who was a Christian - actively a 
Christian and she did try to talk to me about my beliefs and I just said “well 
yeah, I was brought up, and I do understand, and I do want…” but at that 
particular time I was in hospital I’d got – I really just thought no, … very 
confused about my religion, um and she was very kind to me and kept 
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talking to me and got a Bible and said “well you know, God hasn’t forgotten 
you” … I felt quite safe with her because I thought… I like her and she… it’s 
almost like going back to my childhood, you know – somebody that’s, you 
know, is, is very committed … and when I came out of hospital I started to 
see her socially and she took me to her church …so I went to quite a few 
churches at that particular time after I came out of hospital to try and … 
renew my belief and it was nice at the time ‘cos it was almost – I felt like 
being a child again, you know, it was like familiar to how I would have been 
brought-up (p.23:3) 
Her description of reconnecting with Christians and the church as like ‘being a child 
again’ profoundly expresses the sense of belonging and security associated with a 
home.  This account also illustrates the processes of being away from church during 
illness, losing faith, finding Christian friendship, searching for churches and 
returning to church.   
Interestingly, for both Alice and Toby the search for acceptance and belonging led 
them beyond mainstream churches to more fringe groups, respectively becoming a 
Mormon and a Spiritualist.  They described these fringe groups as profoundly 
welcoming and accepting - categorically different from their previous experiences 
of mainstream denominations.  It is worth noting that both Mormonism and 
Spiritualism are often not accepted or recognised as Christian by mainstream 
denominations.  It therefore seems likely that having not felt accepted in 
mainstream churches these participants felt they could relate to the outsider status 
of these groups.  Likewise members of these groups may have been more willing to 
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welcome Christians with psychosis, having been seen as outsiders themselves.   
Toby alludes to the outsider status of Spiritualists in noting their more liberal 
interpretation of the Bible: 
Toby: it was amazing, it was like I’ve been searching for years and years… to 
suddenly find a religion that’s accepting, accepts not only me as a 
homosexual, but other people that maybe don’t conform to what the Bible 
says word for word, um and to meet these lovely people… it was almost like, 
oh how can I describe it? Having this love all the time, and not meant to be 
having this love ‘cos I couldn’t be a Christian, ‘cos I was gay, it was almost 
like there was two halves of my heart.  When I went to the [spiritualist 
church] the other half came and that was the spiritual part (p.29:12) 
Toby’s account also illustrates the powerful potential for Christian community to 
help participants to regain a sense of personhood.  His metaphor of the two halves 
of his heart indicates that joining the spiritualist church enabled him to integrate his 
spirituality with the rest of himself, including his sexuality.  As a result he felt like 
whole person for the first time.  
 
2.5 Discussion 
This study sought to explore the experience of Christians with psychosis, 
considering their understanding of the relationship between faith and psychosis 
and their experiences of mental health treatment.   
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Due to the diversity of beliefs and practices within Christianity and the idiosyncratic 
nature of psychosis it was anticipated that there would be considerable variation 
between the experiences reported by participants in this study.  The use of IPA in 
this study was well suited to such varied experiences, enabling the analysis to 
explore both the common themes shared between participants and the ‘texture’ 
(Smith, Flowers, & Larkin, 2009, p. 200) of individual experience within the sample.  
In addition, the interpretative approach taken in IPA enabled this study to look 
beyond what was ostensibly communicated to consider the deeper impact of 
psychosis and treatment upon identity and personhood.  
In what follows the main findings will be related to the research questions and then 
discussed in relation to existing literature.  Consideration will then be given to the 
limitations of this study, after which suggested implications for practice and future 
research will be outlined. 
 
2.5.1 Exploration of Themes 
2.5.1.1 Relation of findings to research questions 
IPA produced two superordinate themes.  The first of these themes ‘Finding 
Certainty Amidst Confusion’ primarily relates to the first research question as it 
incorporates participants’ understandings of the relationship between faith and 
illness.  The second superordinate theme ‘Struggle for Acceptance and Personhood’ 
relates more closely to the second research question, incorporating participants’ 
experiences of mental health treatment.   
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2.5.1.2 Superordinate Theme 1: Finding Certainty Amidst Confusion 
The first superordinate theme encapsulates a central conflict for participants 
between the profound confusion caused by psychosis and their attempts to re-
establish a sense of stability and certainty.  Participants experienced the onset of 
illness as deeply disruptive, often threatening their understanding of themselves 
and of reality, an experience Sullivan (2009) terms ‘existential anxiety’.  This search 
to find certainty amidst confusion closely resembles the search for “meaning in 
‘madness’” which was the central process identified by Macmin and Foskett’s 
grounded theory analysis of participants’ experiences (2004, p. 33). 
This study found that for Christians with psychosis the confusion caused by 
psychotic illness had an additional layer of complexity caused by the blurring of 
faith experiences into experiences of psychosis.  This appeared particularly 
problematic for participants who had experienced religious delusions, potentially 
having a significant long-term detrimental impact on both faith and illness.  Similar 
experiences were reported in Drinnan and Lavender’s study (2006), in which most 
participants with religious delusions experienced uncertainty as to whether 
experiences were spiritual in nature.   
Although faith contributed to the confusion experienced by Christians with 
psychosis, this study found that it was also a very important resource for 
participants in coping with mental illness.  Participants variously described their 
faith as providing certainty, stability, reassurance and a positive identity, enabling 
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them to cope with the ravages of psychotic episodes and periods of hospitalisation.  
This mirrors the findings of previous studies of the experience of service users with 
spiritual beliefs (Drinnan & Lavender, 2006; Macmin & Foskett, 2004; Smith & Suto, 
2012).   
 
2.5.1.3 Superordinate Theme 2:  Struggle for Acceptance and Personhood 
The second superordinate theme identifies another central conflict for participants: 
the struggle to find acceptance and personhood when interactions with others 
often result in feeling devalued and isolated.  This struggle can be seen as mirroring 
the intrapersonal conflict between confusion and certainty in interpersonal 
interactions.  Devaluing interactions with others contribute to a sense of confusion 
whereas finding acceptance and personhood are additional ways of re-establishing 
a sense of certainty.   
 
2.5.1.3.1  Double Bind of Isolation 
Participants’ accounts suggest that when they found acceptance at church or with 
mental health professionals, this could have a transformative effect on both their 
wellbeing and their faith.  Yet more often this group of participants struggled to find 
acceptance from others.  The experiences participants reported suggest that 
Christians with psychosis may often experience a double-bind of alienation in which 
their psychotic illness is experienced as unacceptable at church and their faith is 
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experienced as unacceptable in mental health services.  This double bind was also 
apparent in the experiences of the predominantly Christian sample in Macmin and 
Foskett’s study (2004) and had a similar effect, causing alienation and threatening 
their sense of humanity.  Taken together with Macmin and Foskett’s findings the 
present study suggests that Christians with mental health problems are a 
marginalised group experiencing significant isolation.  Given the stigma surrounding 
psychosis in society this issue may be particularly problematic for Christians with 
psychosis.  
 
2.5.1.3.2 Spiritually Sensitive Care 
A key finding of this study is the importance of faith being recognised and 
supported within psychiatric treatment for Christians with psychosis.  Participants’ 
narratives suggest that being able to talk about their faith was central to being 
treated as a person.  Conversely not recognising a person’s faith was perceived as 
not recognising them as a whole person and frequently resulted in disengagement 
from services.  The importance of supporting service users to talk about their 
spiritual needs as part of treatment was also a finding of Macmin and Foskett’s 
study (2004).  
 
2.5.1.3.3 Dismissing Beliefs 
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Many participants described feeling that professionals pathologise spiritual 
experiences as psychotic and may also dismiss spirituality as irrelevant to care.  
Some participants described feeling that professionals dismissed their spiritual 
beliefs outright, causing strong feelings of disbelief, anger and personal offense.  
Incidents of professionals dismissing or pathologising spirituality have been 
reported by participants in previous studies (Drinnan & Lavender, 2006; Macmin & 
Foskett, 2004; Mental Health Foundation, 2002).  The present study suggests that 
this problem may not have improved in recent years.  However some of the 
incidents described by participants in the present study were historical.   
Previous research has suggested that frequent exposure to religious delusions and 
psychiatric working culture may predispose mental health professionals to 
pathologise spiritual experiences (Eeles et al., 2003; Neeleman & Persaud, 1995).  
Yet in the present study participants more often attributed the pathologising or 
dismissing of their faith to professionals’ own spiritual beliefs.  Such incidents 
suggest that for some professionals clients’ religious beliefs may stir-up strong 
negative counter-transferential feelings (Neeleman & Persaud, 1995), leading to 
lapses in professionalism as their personal feelings are expressed.   
 
2.5.1.3.4 Response of The Church 
Finally this study highlights the significance of the church’s response to psychosis 
and mental illness in general.  When sensitive, accepting and supportive, church 
could play a central role in enabling participants to regain a sense of personhood 
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amidst chronic and ongoing psychological distress, acting like a spiritual ‘home’.  
However participants reported frequently encountering a combination of stigma 
and attitudes they found unhelpful in church, some of which had arisen from 
narratives within the church.  While the nature of psychotic illness might suggest 
that some of these perceived attitudes could have resulted from paranoia, the level 
of detail and consistency of the incidents participants described suggests otherwise.  
Moreover such narratives were recognised as contributing to harmful experiences 
of church in the Somerset studies (Macmin & Foskett, 2004; Mental Health 
Foundation, 2002).  The potential for churches and other spiritual groups to either 
support recovery or to cause harm has also been recognised in other studies 
(Drinnan & Lavender, 2006; Sullivan, 2009). 
The present study identified several narratives that may contribute to stigma for 
Christians with mental illness.  In particular the thorny issue of demon possession 
appears particularly problematic for Christians with psychosis.  It would appear that 
psychotic symptoms such as auditory hallucinations may be interpreted as evidence 
of demonic possession by some Christians and church groups.  Understandably such 
interpretations are deeply disturbing for the individual concerned.   
 
2.5.2 Limitations 
This study included several specific questions within the interview schedule relating 
to the confusion of faith and psychosis by professionals.  It was considered 
important to include these questions as they were central to the rationale for 
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conducting this study and built upon the findings of previous research (e.g. Drinnan 
& Lavender, 2006; Macmin & Foskett, 2004).  Nevertheless, these questions may 
have led participants away from expressing their own opinions in their own terms 
(King & Horrocks, 2010; Smith & Osborn, 2008).  This possibility was carefully 
considered during the analysis process.  
The choice to recruit participants via mental health charities and service user 
organisations may also have influenced the findings of this study.  This approach 
could have disproportionately recruited ‘activist service users’, whose experiences 
of treatment might have motivated them to become engaged in shaping services.  
This is suggested by the fact that several participants were involved in work within 
mental health.   
While the majority of participants in this study had been treated for psychosis 
during the last year, participants typically had long histories of psychiatric 
treatment, with an average of 18 years since their first inpatient admission.  Thus, 
although many of the experiences participants reported had occurred in the past 
five years, others were more historic.  Consequently this study provides limited 
evidence to determine whether spiritually-sensitive care is becoming more 
commonplace within the mental health system.       
 
2.5.3 Implications 
2.5.3.1 Implications for Practice 
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Although it is not possible to generalise from the small number of service users 
sampled in this study, there was considerable overlap between the findings of this 
study and previous qualitative studies of service users with spiritual beliefs.  
Cumulatively these studies provide initial evidence of areas of service provision 
deserving attention.   
Firstly it is important that mental health professionals allow service users with 
spiritual beliefs to talk about their spirituality within treatment.  Spiritual 
assessment is an important means of incorporating spirituality into treatment and 
may enable spirituality to be harnessed to support recovery and prevent relapse.   
Incidents reported by participants suggest limited awareness of spiritual needs and 
practices among mental health professionals, sometimes resulting in unprofessional 
conduct.  This indicates a need for staff training to support professionals in 
understanding and responding appropriately to patients’ spiritual beliefs.   
This study and previous studies recruiting predominantly Christian samples also 
highlight a need for change in the church’s response to mental illness, particularly 
regarding psychosis.  Participants’ accounts suggest a need for greater dialogue 
about mental health in some church groups, particularly around narratives within 
the church that equate mental illness with sinfulness or evil.  Such changes could be 
facilitated by the provision of mental health awareness training for church leaders. 
 
2.5.3.2 Future Research 
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There was considerable overlap between the findings of this study and previous 
qualitative studies of service users with spiritual beliefs.  Since the capacity to 
generalise from qualitative research is limited it would be beneficial for larger-scale 
quantitative research to test these findings in order to inform service 
improvements. 
 
2.5.4  Conclusion 
This study has investigated the experience of eight Christians with psychosis using 
semi-structured interviews and IPA.  Participants’ accounts suggest that Christians 
with psychosis face two concurrent challenges: a struggle to find certainty amidst 
confusion and a struggle to achieve personhood when interactions with church and 
mental health services often leave them feeling devalued.  These findings provide 
initial evidence that Christians with psychosis may be a particularly marginalised 
group, experiencing isolation both at church and in mental health services. 
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3.1 Introduction 
Shortly after starting clinical training I made a friend at church who told me that he 
had a diagnosis of schizophrenia and had been treated on psychiatric wards.  He 
told me that when he spoke to mental health professionals about his faith they 
treated it as evidence of his illness.   Later that year he was sectioned again.  As I 
visited him in hospital I wondered whether the way he talked about his faith to 
professionals was resulting in a prolonged admission.  I wondered whether other 
Christians with psychosis, like him, also felt that their faith was pathologised as 
mental illness.  It was this experience that inspired my empirical study (Chapter 2). 
Visiting my friend on the psychiatric inpatient ward I became aware of various roles 
within me: I was a Trainee Psychologist but I was also a member of the public – a 
visitor, I was a friend and I was a Christian.  Hearing my friend talking about his faith 
in this context made me aware of tensions between these roles.  In this paper I will 
reflect on the process of managing these different roles with my friend, during 
training and through the research process.  In doing so I will consider the ways in 
which my new role of Clinical Psychologist - situated within a wider mental health 
system - has interacted with my existing roles.   
To preserve anonymity I will refer to my friend with the pseudonym ‘Tom’ 
throughout this paper.  Research participants (from the empirical paper, Chapter 2) 
will be referred to by the pseudonyms used in the empirical paper.   
 
3.2 Distinguishing Faith from Illness 
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As I got to know Tom I found it difficult to know whether he was mentally ill.  His 
conversation was dominated by matters of faith in much the same way as one of 
my research participants later described: 
Simon: but you see when I was psychotic with religious delusions … I got sort 
of God and Jesus on the brain, so, …I couldn’t get away from it really  
As a psychologist, Tom seemed unwell to me, but as a Christian I was reluctant to 
treat what was expressed as faith as being illness.  Moreover, as a fellow Christian I 
knew that almost all of what he said had a basis in the Bible, which I found 
confusing.  Here the authority of the Bible and my faith was clashing with the 
authority of my profession.   
At some point shortly prior to his admission Tom entered a state of crisis, an 
experience he referred to as “survival mode”.  By this stage when he was neglecting 
to care for himself properly I felt sure that he was unwell.  However, I found it very 
difficult to identify a particular point at which he had become unwell.  Reflecting 
now it is interesting to note that this question was important to me at the time – is 
this perhaps a sign of having internalised a ‘medical model’ of mental illness (Boyle, 
1999) in which a clear distinction is drawn between madness and wellness?  As 
recent calls from within Psychology have highlighted, such a model is highly 
contentious (Bentall, 2004; British Psychological Society, 2012). 
One problem with identifying whether Tom was unwell was that Tom remained 
himself.  In illness he was much the same person, only exaggerated: his already 
charismatic personality became brash and his beliefs even more absolute.  This 
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contained a strange paradox:  in one sense he was not well and yet in another 
sense he was more alive – more full of life, energy, passion – than ever.  In fact the 
time he was least ‘alive’ seemed to be when he had been sedated with high doses 
of psychiatric medication.  This sense of psychotic illness exaggerating existing 
personality was recognised by some of my participants also.  As Simon described: 
Simon: I had a… manic psychotic episode and I became a ‘Manic Street 
Preacher’ to quote the band … it exaggerated what I believe anyway – just 
exaggerated it and I would button-hole everybody on that high street and 
and start engaging them in conversations about faith and about Jesus, um 
which I wouldn’t normally do. 
Somehow the idea that psychosis only exaggerates an individual’s personality was 
surprising to me.  In reflecting on this subject I realised that I had unconsciously 
categorised psychotic illness as entirely ‘other’ – just as distinct from normality as 
dreaming and waking.  This is almost certainly a product of societal narratives about 
madness, which Bentall (2004) suggests have been used to keep madness at a safe 
distance, sparing us from confronting it. 
Meeting Tom and my participants challenged my assumptions about psychosis.  My 
participants were not categorically different.  In fact, as fellow Christians they 
seemed much like me.  This personalised the research for me – my participants’ 
experiences could as easily have been my experience. 
Looking back at the end of the research process it is interesting to recognise that in 
trying to distinguish between Tom’s faith and his illness I had experienced some of 
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the confusion that my participants described in distinguishing their faith from their 
illness. 
 
3.3 Clash of Cultures 
3.3.1 Approach to Risk 
Another tension between my different roles became apparent as a clash of cultures 
between my Christian faith and the mental health system within which I was 
working as a Trainee Psychologist.  I first noticed this when visiting Tom in hospital.  
Speaking to a psychiatric nurse several weeks into his stay I asked why Tom was still 
being detained.  The answer I received focused around managing risk, but the nurse 
avoided giving any specifics as to the nature of this risk. Perhaps Tom seemed 
unpredictable and therefore risky?  Perhaps, just as I had found it hard to identify 
exactly what made Tom ill, these professionals sensed risk but struggled to specify 
exactly what it was?  I sensed a culture of risk aversion in the mental health system 
(Andersson & Liff, 2012).  By contrast my faith seemed more characterised by what 
the mental health system might term “positive risk taking.”  I was reminded of a 
lyric from the song “I want more – part 2” (Faithless, 2004) which seemed to 
encapsulate the tension between the Christian and Psychiatric perspectives: 
I want more… decisions based upon faith and not fear  
 
3.3.2 Internalising Culture 
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At the same time I noticed the culture of the mental health system in myself.  At 
times I was fearful of Tom’s zeal and fervour.  Like those caring for him sometimes I 
wanted him to calm down so that he would be less agitated, but was I just 
intolerant of his personality and his beliefs?  I wasn’t sure that the mental health 
system was helping Tom and I feared I was becoming part of that system.  This clash 
is apparent in one of my entries in my reflective journal in which I consider the 
professional issue of boundaries in my friendship with Tom: 
[Tom] again contacted me the other day… asking whether he could live with 
[my wife] and I, I replied to reiterate that he was welcome for a day or two, 
but not to stay long term.  Again I struggle with a feeling that on the one 
hand my faith would suggest we give sacrificially [selflessly]… whereas my 
profession would advocate self-care, caution, distance… I hear in my own 
thoughts fear and I’m reminded of how fear is keeping [Tom] medicated and 
on a section.  Fear is the driving force in so many mental health decisions – 
fear of risk.  And that reminds me of my faith and my identity as a Christian – 
as being a person who does not have the same fear that our society has, 
who lives by faith, by hope. 
When interviewing participants for my research I again became aware of this clash 
of cultures in two ways.  Firstly my participants described wanting to talk about 
their faith as part of mental health treatment but not being asked about their 
spiritual beliefs by professionals.  I realised that despite being in the midst of 
conducting research on this subject I rarely asked my own clients about their 
spiritual beliefs in my clinical work.  Again this caused me to feel that I had become 
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‘part of the system’, acculturated to its norms which contradicted my personal 
belief in the importance of considering spiritual needs.  
The second way in which a clash of cultures was apparent in my research was in my 
participants’ perceptions of me.  As a Trainee Psychologist I was aware that 
participants might perceive me as part of the mental health system, which might 
lead them to feel wary of telling me about their experiences.  I sensed this 
particularly when speaking to a group of service users about my research at a 
charity-run drop-in.  Having come directly from work I was still wearing my work 
clothes and I sensed this created a power dynamic between me and the service 
users.  One of them in particular seemed wary, saying “why should I talk to you?  I 
don’t know you from Adam.”  Had I emphasised my role of student over 
professional, as advised by King and Horrocks (2010) I might not have incurred this 
reaction.   
 
3.3.3 Competing or Compatible Cultures? 
My friendship with Tom also made me question my own faith and wonder whether 
I was committed enough.  Tom read the Bible and was trying to follow it word for 
word, he took its commands to tell others about his faith literally and told 
everyone, including his psychiatrists, whereas I felt my faith had drifted somewhat.  
I did not want to interpret the Bible literally like Tom, but I wondered whether I had 
become too apathetic in my faith and whether this again reflected becoming ‘part 
of the system’.  Perhaps becoming acculturated within the psychology profession 
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had involved developing a more liberal perspective?  By contrast Jesus had been a 
radical and in some ways I felt that Tom’s commitment to his faith seemed closer to 
Jesus’ example than my own faith.  Interestingly a tension between radical 
Christianity and the mental health system was also recognised by a participant in a 
previous study (Mental Health Foundation, 2002, p. 49) who noted: 
If Jesus turned up today he’d end up in a mental asylum and Mary would be 
sectioned.  
My concerns about my commitment to my faith returned as I interviewed my 
participants, several of whom were deeply committed to their faith and whose 
accounts I found inspiring.  Yet, although I was concerned that my faith had drifted, 
I felt very comfortable with the person I was becoming through training as a 
psychologist.  If I was becoming more liberal in my views, I was glad of it.  I was 
pleased to notice the greater openness and sensitivity I now showed in my work as 
a therapist and a researcher.  
Although the cultures of Christianity and Psychology seemed to clash in some ways, 
in other ways they seemed entirely compatible.  For instance when working as a 
therapist as a Trainee I have often felt that there is a spiritual aspect to my work.  
By this I mean that caring for others as a therapist is an expression of my faith and 
therefore helps me to feel more connected with my faith.  Likewise my research 
interviews felt equally congruent with my faith.  This idea of there being spiritual 
significance in the act of helping others is well established within Christianity, being 
clearly present in Jesus’ parable of the sheep and the goats, in which he advises 
that whatever Christians do for others, they do for him (Matthew 25:40, New 
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International Version).  Similarly the idea of spirituality being compatible with the 
work of psychologists is increasingly established, having risen to prominence in 
recent years through the use of Buddhist meditation techniques within mindfulness 
(Kabat-Zinn, 2004). 
 
3.4 Staying ‘In Role’ 
3.4.1 Friend Not Psychologist 
A further challenge involved in managing my different roles as a Trainee was that of 
staying ‘in role’ – staying in the appropriate role for the context and not allowing 
myself to slip into other roles.  I first noticed this challenge when visiting Tom in 
hospital.  The last time I had been on an acute psychiatric ward was several years 
previously when I had worked as a Nursing Assistant, so my schema (e.g. Stein, 
1992) for that environment was one of being a mental health professional.  Visiting 
Tom after work I would arrive on the ward wearing my work clothes and my NHS 
badge.  It was tempting to use my professional role to gain an audience with staff to 
discuss Tom’s care and yet I felt that this was an abuse of power.  Although I initially 
told staff about my role, I soon chose not to.  I reasoned that what Tom needed was 
a friend, not a professional and I should have the humility to renounce my 
professional status and act as a member of the public – a friend.  I felt more at ease 
with this decision.  Interestingly the accounts of my research participants suggest 
that the simple humanity of friendship may have been the most valuable thing I 
could have offered Tom.  Yet even as I assumed this role I knew that I could never 
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be only a member of the public; even when acting the role of a friend my other role 
of psychologist was still part of me and inevitably influenced me.  Although I could 
choose which roles to assume, I could never cease to be affected by my roles. 
 
3.4.2 Researcher Not Therapist 
When interviewing participants for my research I experienced a different challenge 
to staying in role.  This time I was a researcher and the roles to shed were 
‘Christian’ and ‘Therapist’.  This was my first experience of conducting semi-
structured interviews for qualitative research.  I was aware that I needed to take a 
neutral stance in order to help participants to feel comfortable sharing their 
opinions and experiences without fear of judgement (King & Horrocks, 2010).  The 
first role that I needed to shed was that of therapist.  This was challenging; some 
therapeutic skills were part of both the role of therapist and researcher, whereas 
other therapeutic skills would jeopardise the quality of the data collected.  
Although I remained aware of my role as researcher throughout the interviews, 
after some interviews I reflected that I had briefly used therapeutic skills such as 
paraphrasing or had asked questions in a slightly leading way.  Given that research 
interviewing bore several resemblances to therapeutic interviewing it was hard to 
selectively ‘turn-off’ some therapeutic skills and not others.   
A second challenge of assuming the role of researcher was that of not intervening.  
To meet a service user with mental health problems and not to offer them an 
intervention felt disempowering.  Without intervening I struggled to believe that I 
 129 
 
was helping the participant, who had volunteered to attend the interview without 
compensation for travel expenses, often despite limited financial resources.  In 
managing these feelings it was important to remind myself that simply meeting an 
interested listener could be an intervention in itself, serving to validate the 
participant’s experience.  This was perhaps particularly true since I would be 
perceived as a mental health professional who was interested in their spiritual 
experience, which might contrast with many of their previous experiences with 
professionals.  I also reminded myself that research is an intervention in itself, even 
if not directly aimed at the participant and this has motivated me to pursue 
publication of my findings.   
 
3.4.3 Researcher Not Christian  
The second role to shed when interviewing was that of being a Christian.  In doing 
this the primary challenge was deciding whether to disclose my faith to 
participants.  Any form of self-disclosure would influence my participants’ 
perception of me and could affect what they chose to tell me.  However as my 
participants were also Christians I expected that disclosing my own faith would lead 
to a deepening of rapport and might potentially elicit richer data.  Knowing this I 
struck a compromise by only disclosing my faith to participants if asked directly by 
them.  In doing so I sought to remain neutral to my participants but also to avoid 
threatening our nascent rapport by refusing to answer a question about my beliefs.   
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This approach typically resulted in non-disclosure, which proved more challenging 
than I anticipated.  In my reflective diary entries after several of my interviews I 
noted feeling like a fraud when not disclosing my faith.  There were several reasons 
for experiencing this feeling.  Firstly, non-disclosure involved withholding a part of 
me that my participants had shared with me.  When they had told me so much as a 
stranger, to not disclose about myself established an uncomfortable power 
dynamic.  I was aware that they had made themselves vulnerable by telling me 
about very personal experiences and to not respond in kind seemed to 
communicate superiority, or even seemed slightly voyeuristic.   Secondly, non-
disclosure felt dishonest.  To not tell participants about my faith involved reacting 
minimally to their experiences of faith and treatment, despite the emotional 
reactions their descriptions evoked in me.  On reflection it is surprising that I found 
this difficult; suppressing my emotional reactions is often a necessary part of the 
emotional labour (Hochschild, 1983) involved in my role as therapist.  Thirdly non-
disclosure felt like a false-disclosure in itself.  In presenting only my professional 
role I worried that participants would assume I didn’t share their faith and that I 
was sceptical of their spiritual experiences.  At times the way that participants 
seemed to defend their faith to me or seemed embarrassed about recounting 
certain experiences suggested to me that I might be seen as a sceptical atheist.  I 
worried that my questions about the distinction between faith and psychosis might 
also be perceived as sceptical of faith.  I was aware of the vulnerability of some of 
my participants and did not want to inadvertently challenge their faith, which was a 
very important support for many of them.  On one occasion where I sensed 
participants wanted to know whether I shared their beliefs I disclosed my faith after 
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the interview had ended.  In response the participant expressed gladness at 
discovering a mental health professional who shared their beliefs.  In other 
interviews I reassured myself that my curious, open and empathic approach to 
interviewing would prevent participants from perceiving scepticism.  I was also 
encouraged by the ease with which rapport developed with participants and the 
richness of the accounts that they gave.  Whether or not they believed I was a 
Christian, participants seemed to trust me and were typically grateful for the 
opportunity to express their views about a personally relevant subject not often 
discussed.   
 
3.4.4 Researcher and Christian 
Staying ‘in role’ was also a challenge when analysing and writing-up my research.  
During this process I was aware that I needed not to slip into writing as a Christian 
rather than a researcher.  Yet in conducting Interpretative Phenomenological 
Analysis (IPA) (Smith, Flowers, & Larkin, 2009) it was also appropriate to recognise 
my position in relation to research – part of which was that of being a Christian.  
Here my faith was an asset, in that it gave me awareness of the cultural background 
of my participants.  Yet it was also an influence on my interpretations, which I 
needed to be aware of.  My faith provided helpful perspectives on my data but I 
needed to be able to also take other perspectives and make other interpretations.  
In doing this it was helpful to discuss my findings with supervisors and other 
trainees.  Through discussion with my supervisors I soon became aware that my 
faith made me more credulous of my participants’ accounts.  I recognised the need 
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to introduce a hermeneutic of suspicion into my analysis (Smith et al., 2009).  
However in taking this more sceptical and interpretative stance when writing-up my 
research I was mindful of how my participants would react to the way I had 
represented them.   Although I had only met them each briefly, I felt that I had 
come to know them each intimately through in-depth analysis of their interviews 
and I had a strong protective urge to do them justice.  Fortunately I felt very 
comfortable with the theoretical stance of IPA.  In ‘making sense of the participant 
making sense of’ the subject matter (Smith et al., 2009) I felt I could represent their 
experiences in a way that felt respectful to them.   
 
3.5 Conclusion 
In accommodating new roles and identities as a psychologist, researcher and 
therapist I have experienced tensions with existing roles.  At times it has felt 
artificial to act as a Psychologist and I have struggled internally against my new 
roles.  This has been particularly true in managing the tension between my roles as 
a Christian and a psychologist during this research process.  In writing this piece I 
have focussed on these tensions, but it is not accurate to see these roles as simply 
being in conflict.  In general I have seen my new roles as compatible with my role as 
a Christian and have felt that my role as a psychologist expresses the whole of me.  
In fact, just as being a therapist can enrich my work as a researcher, I see my faith 
and my profession as enriching one another.  As I approach qualification I see my 
faith as informing the kind of psychologist I become and my profession informing 
the kind of Christian I become.    
 133 
 
References: 
 
Andersson, T., & Liff, R. (2012). Does patient-centred care mean risk aversion and 
risk ignoring. International Journal of Public Sector Management, 25(4), 260-
271. doi: http://dx.doi.org/10.1108/09513551211244098 
Bentall, R. P. (2004). Madness explained : psychosis and human nature. London: 
Penguin. 
Boyle, M. (1999). Diagnosis. In C. H. G. D. C. Newnes (Ed.), This is madness : a critical 
look at psychiatry and the future of mental health services. Ross-on-Wye: 
PCCS Books. 
British Psychological Society. (2012). DSM-5: The future of psychiatric diagnosis 
(2012 - final consultation). 
British Psychological Society response to the American Psychiatric Association.   
Retrieved 1st May, 2014, from 
http://apps.bps.org.uk/_publicationfiles/consultation-responses/DSM-5 
2012 - BPS response.pdf 
Faithless. (2004). I want more - Part 2. On No Roots. Sony Music. 
Hochschild, A. R. (1983). The managed heart : commercialization of human feeling. 
Berkeley ; London: University of California Press. 
Kabat-Zinn, J. (2004). Wherever you go, there you are. London: Piatkus. 
King, N., & Horrocks, C. (2010). Interviews in qualitative research. Los Angeles: 
SAGE. 
Mental Health Foundation. (2002). Taken Seriously: The Somerset Spirituality 
Project. London: Mental Health Foundation. 
Smith, J. A., Flowers, P., & Larkin, M. (2009). Interpretative phenomenological 
analysis : theory, method and research. Los Angeles: SAGE. 
Stein, D. J. (1992). Schemas in the cognitive and clinical sciences: An integrative 
construct. Journal of Psychotherapy Integration, 2(1), 45-63.  
 
 
  
  
  
Appendix A: Submission Guidelines for Clinical Psychology Review 
134 
 
 CLINICAL PSYCHOLOGY REVIEW 
 AUTHOR 
INFORMATION PACK 
TABLE OF CONTENTS XXX 
 ISSN: 0272-7358 
• Description p.1 
• Audience p.1 
• Impact Factor p.1 
• Abstracting and Indexing p.2 
• Editorial Board p.2 
• Guide for Authors p.3 
DESCRIPTION 
 
Clinical Psychology Review publishes substantive reviews of topics germane to 
clinical psychology. Papers cover diverse issues including: psychopathology, 
psychotherapy, behavior therapy, cognition and cognitive therapies, behavioral 
medicine, community mental health, assessment, and child development. Papers 
should be cutting edge and advance the science and/or practice of clinical 
psychology. 
Reviews on other topics, such as psychophysiology, learning therapy, 
experimental psychopathology, and social psychology often appear if they have a 
clear relationship to research or practice in clinical psychology. Integrative 
literature reviews and summary reports of innovative ongoing clinical research 
programs are also sometimes published. Reports on individual research studies 
and theoretical treatises or clinical guides without an empirical base are not 
appropriate. 
Benefits to authors 
We also provide many author benefits, such as free PDFs, a liberal copyright policy, 
special discounts on Elsevier publications and much more. Please click here for 
more information on our author services. 
Please see our Guide for Authors for information on article submission. If you 
require any further information or help, please visit our support pages: 
http://support.elsevier.com 
AUDIENCE 
 
Psychologists and Clinicians in Psychopathy 
. . 
. 
. 
Appendix A: Submission Guidelines for Clinical Psychology Review 
135 
 
IMPACT FACTOR 
 
2012: 6.696 © Thomson Reuters Journal Citation Reports 2013 
ABSTRACTING AND INDEXING 
 
BIOSIS 
Behavioral Medicine Abstracts 
Current Contents/Social & Behavioral Sciences 
EMBASE 
PsycINFO Psychological Abstracts 
PsycLIT 
Psyscan CP 
Research Alert 
Social Sciences Citation Index 
Social and 
Behavioural 
Sciences Scopus 
EDITORIAL BOARD 
 
Editor-in-Chief 
Alan Bellack, Dept. of Psychiatry, University of Maryland, 737 W Lombard St Suite 551, 
Baltimore, MD 21201, Maryland, USA 
Co-Editor 
W.K. Silverman, Ph.D., ABPP, Yale University School of Medicine, New Haven, 
Connecticut, USA 
Editorial Board 
K. Allison 
D. Bagner 
A. Bardone-Cone, University of North Carolina at Chapel Hill, Chapel Hill, North Carolina, 
USA 
H. Berenbaum, University of Illinois at Urbana-Champaign, Champaign, Illinois, USA 
M. Berman, Mississippi State University, PO Box 6161, Mississippi, USA 
L. Booij, McGill University, Montreal, Quebec, Canada 
M. Christopher, Pacific University, Forest Grove, Oregon, USA 
P. Cuijpers, Vrije Universiteit Amsterdam, Amsterdam, Netherlands 
M. Cyders 
J.D. Elhai, University of Toledo, Toledo, Ohio, USA 
B. Gaudiano, Brown University, Providence, Rhode Island, USA 
A. Gross Ph.D., University of Mississippi, University, Mississippi, USA 
D. Haaga Ph.D., The American University, Washington, District of Columbia, USA 
G. Haas 
D.J. Hansen, University of Nebraska at Lincoln, Lincoln, Nebraska, USA 
M. Harrow, University of Illinois College of Medicine, Chicago, Illinois, USA 
H. Hazlett-Stevens 
R. Heinssen, National Institute of Mental Health (NIMH), Bethesda, Maryland, USA 
E.W. Leen-Feldner, University of Arkansas, Fayetteville, Arkansas, USA 
C. Lejuez, University of Maryland, College Park, Maryland, USA 
R. Levin, Albert Einstein College of Medicine, Bronx, New York, USA 
K. Mueser J. Petit 
S. Pineles, National Center for PTSD, Boston, Massachusetts, USA 
C. Purdon, University of Waterloo, Waterloo, Ontario, Canada 
. 
. 
. 
Appendix A: Submission Guidelines for Clinical Psychology Review 
136 
 
W. Robiner, University of Minnesota Medical School, Minneapolis, Minnesota, USA 
K. Rowa, McMaster University, Hamilton, Ontario, Canada 
K. Salters-Pedneault, Eastern Connecticut State University, 
Willimantic, Connecticut, USA D. Sharpe, University of Regina, Regina, 
Saskatchewan, Canada 
N. Singh 
S. Taylor, University of British Columbia, Vancouver, British Columbia, Canada 
B. Wampold, University of Wisconsin at Madison, Madison, Wisconsin, USA 
C.F. Weems, University of New Orleans, New Orleans, Louisiana, USA 
A. Weinstein T. Widiger S. Wurtele 
GUIDE FOR AUTHORS 
 
BEFORE YOU BEGIN 
Ethics in publishing 
For information on Ethics in publishing and Ethical guidelines for journal 
publication see http://www.elsevier.com/publishingethics and 
http://www.elsevier.com/journal-authors/ethics. 
Conflict of interest 
All authors are requested to disclose any actual or potential conflict of interest 
including any financial, personal or other relationships with other people or 
organizations within three years of beginning the submitted work that could 
inappropriately influence, or be perceived to influence, their work. See also 
http://www.elsevier.com/conflictsofinterest. Further information and an example 
of a Conflict of Interest form can be found at: 
http://help.elsevier.com/app/answers/detail/a_id/286/p/7923. 
Submission declaration 
Submission of an article implies that the work described has not been published 
previously (except in the form of an abstract or as part of a published lecture or 
academic thesis or as an electronic preprint, see 
http://www.elsevier.com/postingpolicy), that it is not under consideration for 
publication elsewhere, that its publication is approved by all authors and tacitly or 
explicitly by the responsible authorities where the work was carried out, and that, 
if accepted, it will not be published elsewhere including electronically in the same 
form, in English or in any other language, without the written consent of the 
copyright-holder. 
Changes to authorship 
This policy concerns the addition, deletion, or rearrangement of author names in 
the authorship of accepted manuscripts: 
Before the accepted manuscript is published in an online issue: Requests to add 
or remove an author, or to rearrange the author names, must be sent to the 
Journal Manager from the corresponding author of the accepted manuscript and 
must include: (a) the reason the name should be added or removed, or the author 
names rearranged and (b) written confirmation (e-mail, fax, letter) from all 
authors that they agree with the addition, removal or rearrangement. In the case 
of addition or removal of authors, this includes confirmation from the author being 
added or removed. Requests that are not sent by the corresponding author will be 
forwarded by the Journal Manager to the corresponding author, who must follow 
the procedure as described above. Note that: (1) Journal Managers will inform the 
Journal Editors of any such requests and (2) publication of the accepted 
manuscript in an online issue is suspended until authorship has been agreed. 
. 
Appendix A: Submission Guidelines for Clinical Psychology Review 
137 
 
After the accepted manuscript is published in an online issue: Any requests to add, 
delete, or rearrange author names in an article published in an online issue will 
follow the same policies as noted above and result in a corrigendum. 
Copyright 
This journal offers authors a choice in publishing their research: Open Access and 
Subscription. 
For Subscription articles 
Upon acceptance of an article, authors will be asked to complete a 'Journal 
Publishing Agreement' (for more information on this and copyright, see 
http://www.elsevier.com/copyright). An e-mail will be sent to the corresponding 
author confirming receipt of the manuscript together with a 'Journal Publishing 
Agreement' form or a link to the online version of this agreement. 
Subscribers may reproduce tables of contents or prepare lists of articles including 
abstracts for internal circulation within their institutions. Permission of the 
Publisher is required for resale or distribution outside the institution and for all 
other derivative works, including compilations and translations (please consult 
http://www.elsevier.com/permissions). If excerpts from other copyrighted works 
are included, the author(s) must obtain written permission from the copyright 
owners and credit the source(s) in the article. Elsevier has preprinted forms for 
use by authors in these cases: please consult 
http://www.elsevier.com/permissions. 
For Open Access articles 
Upon acceptance of an article, authors will be asked to complete an 'Exclusive 
License Agreement' (for more information see 
http://www.elsevier.com/OAauthoragreement). Permitted reuse of open access 
articles is determined by the author's choice of user license (see 
http://www.elsevier.com/openaccesslicenses). 
Retained author rights 
As an author you (or your employer or institution) retain certain rights. For more 
information on author rights for: 
Subscription  articles  please  see http://www.elsevier.com/journal-
authors/author-rights-and-responsibilities. Open access articles please see 
http://www.elsevier.com/OAauthoragreement. 
Role of the funding source 
You are requested to identify who provided financial support for the conduct of the 
research and/or preparation of the article and to briefly describe the role of the 
sponsor(s), if any, in study design; in the collection, analysis and interpretation of 
data; in the writing of the report; and in the decision to submit the article for 
publication. If the funding source(s) had no such involvement then this should be 
stated. 
Funding body agreements and policies 
Elsevier has established agreements and developed policies to allow authors 
whose articles appear in journals published by Elsevier, to comply with potential 
manuscript archiving requirements as specified as conditions of their grant 
awards. To learn more about existing agreements and policies please visit 
http://www.elsevier.com/fundingbodies. 
Open access 
This journal offers authors a choice in publishing their research: 
Open Access 
Appendix A: Submission Guidelines for Clinical Psychology Review 
138 
 
• Articles are freely available to both subscribers and the wider public with 
permitted reuse 
• An Open Access publication fee is payable by authors or their research 
funderSubscription 
• Articles are made available to subscribers as well as developing countries and 
patient groups throughour access programs (http://www.elsevier.com/access) 
• No Open Access publication fee 
All articles published Open Access will be immediately and permanently free for 
everyone to read and download. Permitted reuse is defined by your choice of one 
of the following Creative Commons user licenses: 
Creative Commons Attribution (CC BY): lets others distribute and copy the 
article, to create extracts, abstracts, and other revised versions, adaptations or 
derivative works of or from an article (such as a translation), to include in a 
collective work (such as an anthology), to text or data mine the article, even for 
commercial purposes, as long as they credit the author(s), do not represent the 
author as endorsing their adaptation of the article, and do not modify the article 
in such a way as to damage the author's honor or reputation. 
Creative Commons Attribution-NonCommercial-ShareAlike (CC BY-NC-
SA): for noncommercial purposes, lets others distribute and copy the article, to 
create extracts, abstracts and other revised versions, adaptations or derivative 
works of or from an article (such as a translation), to include in a collective work 
(such as an anthology), to text and data mine the article, as long as they credit 
the author(s), do not represent the author as endorsing their adaptation of the 
article, do not modify the article in such a way as to damage the author's honor 
or reputation, and license their new adaptations or creations under identical terms 
(CC BY-NC-SA). 
Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND): 
for noncommercial purposes, lets others distribute and copy the article, and to 
include in a collective work (such as an anthology), as long as they credit the 
author(s) and provided they do not alter or modify the article. 
To provide Open Access, this journal has a publication fee which needs to be met 
by the authors or their research funders for each article published Open Access. 
Your publication choice will have no effect on the peer review process or 
acceptance of submitted articles. 
The publication fee for this journal is $1800, excluding taxes. Learn more about 
Elsevier's pricing policy: http://www.elsevier.com/openaccesspricing. 
Language (usage and editing services) 
Please write your text in good English (American or British usage is accepted, but 
not a mixture of these). Authors who feel their English language manuscript may 
require editing to eliminate possible grammatical or spelling errors and to conform 
to correct scientific English may wish to use the English Language Editing service 
available from Elsevier's WebShop 
(http://webshop.elsevier.com/languageediting/) or visit our customer support site 
(http://support.elsevier.com) for more information. 
Submission 
Submission to this journal proceeds totally online and you will be guided stepwise 
through the creation and uploading of your files. The system automatically 
converts source files to a single PDF file of the article, which is used in the peer-
review process. Please note that even though manuscript source files are 
converted to PDF files at submission for the review process, these source files are 
needed for further processing after acceptance. All correspondence, including 
Appendix A: Submission Guidelines for Clinical Psychology Review 
139 
 
notification of the Editor's decision and requests for revision, takes place by e-mail 
removing the need for a paper trail. 
PREPARATION 
Use of word processing software 
It is important that the file be saved in the native format of the word processor 
used. The text should be in single-column format. Keep the layout of the text as 
simple as possible. Most formatting codes will be removed and replaced on 
processing the article. In particular, do not use the word processor's options to 
justify text or to hyphenate words. However, do use bold face, italics, subscripts, 
superscripts etc. When preparing tables, if you are using a table grid, use only 
one grid for each individual table and not a grid for each row. If no grid is used, 
use tabs, not spaces, to align columns. The electronic text should be prepared in 
a way very similar to that of conventional manuscripts (see also the Guide to 
Publishing with Elsevier: http://www.elsevier.com/guidepublication). Note that 
source files of figures, tables and text graphics will be required whether or not you 
embed your figures in the text. See also the section on Electronic artwork. 
To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 
'grammar-check' functions of your word processor. 
Article structure 
Manuscripts should be prepared according to the guidelines set forth in the 
Publication Manual of the American Psychological Association (6th ed., 2009). Of 
note, section headings should not be numbered. 
Manuscripts should ordinarily not exceed 50 pages, including references and 
tabular material. Exceptions may be made with prior approval of the Editor in 
Chief. Manuscript length can often be managed through the judicious use of 
appendices. In general the References section should be limited to citations 
actually discussed in the text. References to articles solely included in meta-
analyses should be included in an appendix, which will appear in the on line version 
of the paper but not in the print copy. Similarly, extensive Tables describing study 
characteristics, containing material published elsewhere, or presenting formulas 
and other technical material should also be included in an appendix. Authors can 
direct readers to the appendices in appropriate places in the text. 
It is authors' responsibility to ensure their reviews are comprehensive and as up 
to date as possible (at least through the prior calendar year) so the data are still 
current at the time of publication. Authors are referred to the PRISMA Guidelines 
(http://www.prisma-statement.org/statement.htm) for guidance in conducting 
reviews and preparing manuscripts. Adherence to the Guidelines is not required, 
but is recommended to enhance quality of submissions and impact of published 
papers on the field. 
Appendices 
If there is more than one appendix, they should be identified as A, B, etc. Formulae 
and equations in appendices should be given separate numbering: Eq. (A.1), Eq. 
(A.2), etc.; in a subsequent appendix, Eq. (B.1) and so on. Similarly for tables 
and figures: Table A.1; Fig. A.1, etc. 
Essential title page information 
Title. Concise and informative. Titles are often used in information-retrieval 
systems. Avoid abbreviations and formulae where possible. Note: The title page 
should be the first page of the manuscript document indicating the 
author's names and affiliations and the corresponding author's complete 
contact information. 
Appendix A: Submission Guidelines for Clinical Psychology Review 
140 
 
Author names and affiliations. Where the family name may be ambiguous (e.g., a 
double name), please indicate this clearly. Present the authors' affiliation 
addresses (where the actual work was done) below the names. Indicate all 
affiliations with a lower-case superscript letter immediately after the author's 
name and in front of the appropriate address. Provide the full postal address of 
each affiliation, including the country name, and, if available, the e-mail address 
of each author within the cover letter. 
Corresponding author. Clearly indicate who is willing to handle correspondence at 
all stages of refereeing and publication, also post-publication. Ensure that 
telephone and fax numbers (with country and area code) are provided in 
addition to the e-mail address and the complete postal address. 
Present/permanent address. If an author has moved since the work described in 
the article was done, or was visiting at the time, a "Present address"' (or 
"Permanent address") may be indicated as a footnote to that author's name. The 
address at which the author actually did the work must be retained as the main, 
affiliation address. Superscript Arabic numerals are used for such footnotes. 
Abstract 
A concise and factual abstract is required (not exceeding 200 words). This should 
be typed on a separate page following the title page. The abstract should state 
briefly the purpose of the research, the principal results and major conclusions. 
An abstract is often presented separate from the article, so it must be able to 
stand alone. References should therefore be avoided, but if essential, they must 
be cited in full, without reference to the reference list. 
Graphical abstract 
A Graphical abstract is optional and should summarize the contents of the article 
in a concise, pictorial form designed to capture the attention of a wide readership 
online. Authors must provide images that clearly represent the work described in 
the article. Graphical abstracts should be submitted as a separate file in the online 
submission system. Image size: Please provide an image with a minimum of 531 
× 1328 pixels (h × w) or proportionally more. The image should be readable at a 
size of 5 × 13 cm using a regular screen resolution of 96 dpi. Preferred file types: 
TIFF, EPS, PDF or MS Office files. See http://www.elsevier.com/graphicalabstracts 
for examples. 
Authors can make use of Elsevier's Illustration and Enhancement service to ensure 
the best presentation of their images also in accordance with all technical 
requirements: Illustration Service. 
Highlights 
Highlights are mandatory for this journal. They consist of a short collection of 
bullet points that convey the core findings of the article and should be submitted 
in a separate file in the online submission system. Please use 'Highlights' in the 
file name and include 3 to 5 bullet points (maximum 85 characters, including 
spaces, per bullet point). See http://www.elsevier.com/highlights for examples. 
Keywords 
Immediately after the abstract, provide a maximum of 6 keywords, using 
American spelling and avoiding general and plural terms and multiple concepts 
(avoid, for example, 'and', 'of'). Be sparing with abbreviations: only abbreviations 
firmly established in the field may be eligible. These keywords will be used for 
indexing purposes. 
Appendix A: Submission Guidelines for Clinical Psychology Review 
141 
 
Abbreviations 
Define abbreviations that are not standard in this field in a footnote to be placed 
on the first page of the article. Such abbreviations that are unavoidable in the 
abstract must be defined at their first mention there, as well as in the footnote. 
Ensure consistency of abbreviations throughout the article. 
Acknowledgements 
Collate acknowledgements in a separate section at the end of the article before 
the references and do not, therefore, include them on the title page, as a footnote 
to the title or otherwise. List here those individuals who provided help during the 
research (e.g., providing language help, writing assistance or proof reading the 
article, etc.). 
Footnotes 
Footnotes should be used sparingly. Number them consecutively throughout the 
article, using superscript Arabic numbers. Many wordprocessors build footnotes 
into the text, and this feature may be used. Should this not be the case, indicate 
the position of footnotes in the text and present the footnotes themselves 
separately at the end of the article. Do not include footnotes in the Reference list. 
Table footnotes 
Indicate each footnote in a table with a superscript lowercase letter. 
Electronic artwork General points 
• Make sure you use uniform lettering and sizing of your original artwork. 
• Embed the used fonts if the application provides that option. 
• Aim to use the following fonts in your illustrations: Arial, Courier, Times New 
Roman, Symbol, oruse fonts that look similar. 
• Number the illustrations according to their sequence in the text. 
• Use a logical naming convention for your artwork files. 
• Provide captions to illustrations separately. 
• Size the illustrations close to the desired dimensions of the printed version. 
• Submit each illustration as a separate file. 
A detailed guide on electronic artwork is available on our website: 
http://www.elsevier.com/artworkinstructions 
You are urged to visit this site; some excerpts from the detailed 
information are given here. Formats 
If your electronic artwork is created in a Microsoft Office application (Word, 
PowerPoint, Excel) then please supply 'as is' in the native document format. 
Regardless of the application used other than Microsoft Office, when your 
electronic artwork is finalized, please 'Save as' or convert the images to one of 
the following formats (note the resolution requirements for line drawings, 
halftones, and line/halftone combinations given below): 
EPS (or PDF): Vector drawings, embed all used fonts. 
TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum 
of 300 dpi. 
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a 
minimum of 1000 dpi. TIFF (or JPEG): Combinations bitmapped line/half-tone 
(color or grayscale), keep to a minimum of 500 dpi. 
Please do not: 
• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these 
typically have alow number of pixels and limited set of colors; 
• Supply files that are too low in resolution; 
• Submit graphics that are disproportionately large for the content. 
Color artwork 
Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), 
EPS (or PDF), or MS Office files) and with the correct resolution. If, together with 
Appendix A: Submission Guidelines for Clinical Psychology Review 
142 
 
your accepted article, you submit usable color figures then Elsevier will ensure, at 
no additional charge, that these figures will appear in color on the Web (e.g., 
ScienceDirect and other sites) regardless of whether or not these illustrations are 
reproduced in color in the printed version. For color reproduction in print, you 
will receive information regarding the costs from Elsevier after receipt of 
your accepted article. Please indicate your preference for color: in print or on 
the Web only. For further information on the preparation of electronic artwork, 
please see http://www.elsevier.com/artworkinstructions. 
Please note: Because of technical complications which can arise by converting 
color figures to 'gray scale' (for the printed version should you not opt for color in 
print) please submit in addition usable black and white versions of all the color 
illustrations. 
Figure captions 
Ensure that each illustration has a caption. Supply captions separately, not 
attached to the figure. A caption should comprise a brief title (not on the figure 
itself) and a description of the illustration. Keep text in the illustrations themselves 
to a minimum but explain all symbols and abbreviations used. 
Tables 
Number tables consecutively in accordance with their appearance in the text. Place 
footnotes to tables below the table body and indicate them with superscript 
lowercase letters. Avoid vertical rules. Be sparing in the use of tables and ensure 
that the data presented in tables do not duplicate results described elsewhere in 
the article. 
References 
Citations in the text should follow the referencing style used by the American 
Psychological Association. You are referred to the Publication Manual of the 
American Psychological Association, Sixth Edition, ISBN 1-4338-0559-6, copies of 
which may be ordered from http://books.apa.org/ books.cfm?id=4200067 or APA 
Order Dept., P.O.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, 
London, WC3E 8LU, UK. Details concerning this referencing style can also be found 
at http://humanities.byu.edu/linguistics/Henrichsen/APA/APA01.html 
Citation in text 
Please ensure that every reference cited in the text is also present in the reference 
list (and vice versa). Any references cited in the abstract must be given in full. 
Unpublished results and personal communications are not recommended in the 
reference list, but may be mentioned in the text. If these references are included 
in the reference list they should follow the standard reference style of the journal 
and should include a substitution of the publication date with either 'Unpublished 
results' or 'Personal communication'. Citation of a reference as 'in press' implies 
that the item has been accepted for publication. 
Web references 
As a minimum, the full URL should be given and the date when the reference was 
last accessed. Any further information, if known (DOI, author names, dates, 
reference to a source publication, etc.), should also be given. Web references can 
be listed separately (e.g., after the reference list) under a different heading if 
desired, or can be included in the reference list. 
References in a special issue 
Please ensure that the words 'this issue' are added to any references in the list 
(and any citations in the text) to other articles in the same Special Issue. 
Appendix A: Submission Guidelines for Clinical Psychology Review 
143 
 
Reference management software 
This journal has standard templates available in key reference management 
packages EndNote (http://www.endnote.com/support/enstyles.asp) and 
Reference Manager (http://refman.com/support/rmstyles.asp). Using plug-ins to 
wordprocessing packages, authors only need to select the appropriate journal 
template when preparing their article and the list of references and citations to 
these will be formatted according to the journal style which is described below. 
Reference style 
References should be arranged first alphabetically and then further sorted 
chronologically if necessary. More than one reference from the same author(s) in 
the same year must be identified by the letters "a", "b", "c", etc., placed after the 
year of publication. References should be formatted with a hanging indent 
(i.e., the first line of each reference is flush left while the subsequent lines 
are indented). 
Examples: Reference to a journal publication: Van der Geer, J., Hanraads, J. A. J., 
& Lupton R. A. (2000). The art of writing a scientific article. Journal of Scientific 
Communications, 163, 51-59. 
Reference to a book: Strunk, W., Jr., &White, E. B. (1979). The elements of style. 
(3rd ed.). New York: Macmillan, (Chapter 4). 
Reference to a chapter in an edited book: Mettam, G. R., & Adams, L. B. (1994). 
How to prepare an electronic version of your article. In B.S. Jones, & R. Z. Smith 
(Eds.), Introduction to the electronic age (pp. 281-304). New York: E-Publishing 
Inc. 
Video data 
Elsevier accepts video material and animation sequences to support and enhance 
your scientific research. Authors who have video or animation files that they wish 
to submit with their article are strongly encouraged to include links to these within 
the body of the article. This can be done in the same way as a figure or table by 
referring to the video or animation content and noting in the body text where it 
should be placed. All submitted files should be properly labeled so that they 
directly relate to the video file's content. In order to ensure that your video or 
animation material is directly usable, please provide the files in one of our 
recommended file formats with a preferred maximum size of 50 MB. Video and 
animation files supplied will be published online in the electronic version of your 
article in Elsevier Web products, including ScienceDirect: 
http://www.sciencedirect.com. Please supply 'stills' with your files: you can 
choose any frame from the video or animation or make a separate image. These 
will be used instead of standard icons and will personalize the link to your video 
data. For more detailed instructions please visit our video instruction pages at 
http://www.elsevier.com/artworkinstructions. Note: since video and animation 
cannot be embedded in the print version of the journal, please provide text for 
both the electronic and the print version for the portions of the article that refer 
to this content. 
AudioSlides 
The journal encourages authors to create an AudioSlides presentation with their 
published article. AudioSlides are brief, webinar-style presentations that are 
shown next to the online article on ScienceDirect. This gives authors the 
opportunity to summarize their research in their own words and to help readers 
understand what the paper is about. More information and examples are available 
at http://www.elsevier.com/audioslides. Authors of this journal will automatically 
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of their paper. 
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Elsevier accepts electronic supplementary material to support and enhance your 
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publish supporting applications, highresolution images, background datasets, 
sound clips and more. Supplementary files supplied will be published online 
alongside the electronic version of your article in Elsevier Web products, including 
ScienceDirect: http://www.sciencedirect.com. In order to ensure that your 
submitted material is directly usable, please provide the data in one of our 
recommended file formats. Authors should submit the material in electronic format 
together with the article and supply a concise and descriptive caption for each file. 
For more detailed instructions please visit our artwork instruction pages at 
http://www.elsevier.com/artworkinstructions. 
3D neuroimaging 
You can enrich your online articles by providing 3D neuroimaging data in NIfTI 
format. This will be visualized for readers using the interactive viewer embedded 
within your article, and will enable them to: browse through available 
neuroimaging datasets; zoom, rotate and pan the 3D brain reconstruction; cut 
through the volume; change opacity and color mapping; switch between 3D and 
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informative description for each dataset by filling in the 'Description' field when 
uploading a dataset. Note: all datasets will be available for downloading from the 
online article on ScienceDirect. If you have concerns about your data being 
downloadable, please provide a video instead. For more information see: 
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reproduction on the Web (free of charge) and in print, or to be reproduced in 
color on the Web (free of charge) and in black-and-white in print • If only color 
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# Date Author(s) 
and 
origin 
Sample Size Aims Method Findings 
1 2011 Allott et al. 
(Australia) 
 
62 (CBT N=31, 
befriending N=31) 
Investigated predictors of 
patients’ symptom and 
functional outcomes in 
ACT/CBT and befriending for 
First Episode Psychosis (FEP). 
Re-analysis of Jackson 2008’s 
RCT of CBT vs. befriending.  
Examined demographic, 
cognitive, symptoms/illness and 
functioning variables in 
predicting positive/negative 
symptoms and functional 
outcome. 
Premorbid adjustment predicted positive 
outcome in befriending group.  
In CBT group outcome predicted by 
functioning, avolition and education.  
2 2007 Bateman 
et al. 
(UK) 
 
Sample 
90 patients (46 CBT, 44 
befriending) with 
chronic schizophrenia 
(positive symptoms 
resistant to 
medication)  
Investigated whether CBT 
influences level of suicidal 
ideation in schizophrenia 
compared with befriending. 
RCT – patients assessed using 
CPRS rating scale (psychiatric 
symptoms) at baseline, post 
intervention and 9 month 
follow-up. 
Reduction in suicidal ideation in both groups. 
CBT significantly reduces suicidal ideation at 
end of therapy and sustained at follow-up.  
Drop in suicidality in befriending group was 
non-significant 
3 2006 Bendall et 
al. 
 (Australia) 
 
N=40 (21 ACE/CBT; 19 
befriending) 
To examine whether 
befriending controlled for 
non-specific aspects of 
therapy when compared to 
CBT in a RCT for acute FEP. 
Non-specific factors included 
time in, expectancy created by, 
and acceptability of therapy. 
Expectations and enjoyment of 
therapy were measured by 
questionnaire. 
Befriending performed similarly to CBT on 
measures of expectancy, enjoyment of 
therapy and drop-out rate, but befriending 
group spent less time in therapy. 
Concluded that befriending is a credible and 
acceptable control therapy for FEP. 
4 2013 Bendall et 
al. 
(Australia) 
N=53 (of 62 original 
Jackson 2008 sample) 
Young people (15-25) 
with FEP.  (ACE/CBT 
N=31, befriending 
N=31).   
99 therapy sessions 
were rated (analysis 
To assess therapy 
contaminations using a new 
measure and a cognitive 
therapy scale in a study 
comparing ACE/CBT with 
befriending in FEP. 
99 recorded therapy sessions 
were assessed by independent 
rater. 
37% of ACE/CBT sessions contaminated with 
befriending techniques, 21% of befriending 
sessions contaminated with ACE/CBT 
techniques.  Befriending sessions all correctly 
identified.  Only 3 ACE/CBT sessions not 
correctly identified.  Despite contaminations 
sessions were largely identifiable.  
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was of 50 CBT & 47 BF 
sessions) 
5 1998 Bradshaw 
& Haddock  
(UK) 
 
N=9 
(befriending only – no 
control) 
Evaluated effectiveness of an 
existing befriending scheme 
for individuals with enduring 
mental illness 
Mixed-methods interview 
study.  
All participants reported that befriending was 
helpful to them, 67% felt it had improved their 
confidence in social situations. 
6 2001 Davidson 
et al. 
(USA) 
21 participants drawn 
from Davidson et al. 
(2004) sample of 260 
people with ‘serious 
mental illness’ 
Explore participants’ 
experiences of a supported 
socialization program.   
Semi-structured interviews 
about supported socialization 
intervention and its impact on 
community involvement.   
Analysed using 
phenomenological / thematic 
analysis. 
 
Supported socialization produced greater 
confidence, self-esteem and quality of life.  
Decreased isolation and loneliness.   
Participants wanted and were appreciative of 
opportunities for friendship. Those in control 
condition expressed regret at not having this 
opportunity. 
7 2004 Davidson 
et al. 
(USA) 
260 people with 
‘serious mental illness’ 
70=Not matched 
95=Matched with SU 
volunteer 
95=Matched with non-
SU volunteer. 
Investigated the role of social 
support in recovery from 
serious mental illness. 
RCT comparing three 
conditions.  Measures at 
baseline, 4 months and 9 
months.  Measured level of 
symptoms, functional 
impairment, self-esteem, 
satisfaction.  Analysed using 
self-report measures and semi-
structured interviews. 
All groups showed improvement in psychiatric 
symptoms, global functioning, self-esteem and 
satisfaction but there were no significant 
differences between groups.  In terms of 
symptoms and satisfaction participants 
assigned SU volunteers improved when they 
did not meet, whereas those assigned non-SU 
volunteers improved when they did meet with 
their volunteer.  In all conditions depressive 
symptoms resisted intervention. 
8 2009 De Paiva 
Barretto et 
al.  
(Brazil) 
21 patients (12 CBT, 9 
befriending) with 
clozapine-resistant 
schizophrenia. 
Compared efficacy of CBT 
with befriending control 
group in 21 week trial. 
Preliminary control trial 
comparing outcomes at 
treatment end and 6 month 
follow-up on scales of general 
psychopathology, quality of life 
and positive and negative 
symptoms. 
CBT more effective than befriending: 
CBT group showed significant improvement in 
general psychopathology and 
positive/negative syndrome scale and 
improvement in quality of life scale.  
Improvement in psychopathology stable at 6 
month follow-up.  
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9 1999a Harris et 
al. 
(UK) 
86 (43 matched clients 
+ 43 controls).  
Chronically depressed 
women. 
To evaluate the effectiveness 
of volunteer befriending in 
producing remission in 
chronically depressed women, 
as compared to other 
treatments co-occurring. 
RCT using waiting-list control 
design.  Assessed full or partial 
remission after 1 year. 
Befriending had significant effect on remission 
rates.  Befriending predicted remission when 
controlled for other treatments. 
10 1999b  Harris et 
al.  
(UK) 
Same as Harris (1999a) 
for some aspects of 
analysis.  For other 
analyses sample 
expanded to 121 
clients – (60 
befriending, 61 
control). 
Evaluated role of psychosocial 
factors affecting success of 
befriending in producing 
remission. 
Multivariate analysis of the 
influence of various factors 
measured at baseline upon 
outcome of befriending, 
including stressors and fresh-
start experiences. 
Standard attachment style and fresh-start 
experiences enhanced likelihood of remission.  
Severe stressors and poor coping strategies 
reduced likelihood of remission.  Befriending 
continued to play a role but not as significant 
as attachment style, fresh-start experiences 
and severe stressors. 
11 2008 Jackson et 
al. 
(Australia) 
 
62 (CBT N=31, 
befriending N=31)  
(40% participants had 
schizophreniform 
disorder). 
Examined whether ACT/CBT 
or befriending result in 
reductions in 
positive/negative symptoms 
and reduced hospitalisations.  
RCT - Up to 20 sessions (max 14 
weeks) of CBT/ACT or 
befriending.  Assessed at 
baseline, mid-treatment, end 
and 1 year follow-up. 
Both groups improved significantly over time.  
Befriending caught up with ACT/CBT after mid-
treatment no sig differences in any outcome 
measure at follow-up. 
12 2008 McCorkle 
et al.  
(USA)   
N=79 adults receiving 
Compeer befriending 
plus TAU.  Control 
N=75 adults received 
treatment as usual.  All 
had SMI 
To evaluate effects of 
Compeer befriending on 
wellbeing, social support and 
psychiatric symptoms. 
Quasi-experimental study of 
existing Compeer befriending 
service. 
Compeer clients reported significant 
improvements in social support and improving 
well-being.  Active ingredient of friendship 
takes more than 1 year to develop. 
13 2009 McCorkle 
et al. 
(USA) 
N=20 (12 befrienders, 
9 befriendees – one 
participant was in both 
groups) 
Qualitative interview study of 
the experiences of 
befrienders and SUs in 
Compeer befriending 
programme. 
Semi-structured interviews 
analysed using grounded 
theory-style analysis.  Also 
explored whether SU 
befrienders are better than 
non-SU befrienders 
Compeer befriending evaluated very positively 
by clients and volunteers.  Many friendships 
developed over several years with deepening 
friendship bringing greater benefit.  SU 
volunteers were more inspiring, sensitive and 
proactive in advocating for befriendees. 
14 2006 Milne et 
al.  (UK)  
2x case study. Asks what made befriending 
as effective as CBT in previous 
Compared speech content of 
befriending therapists with 
Befriending correlated with social support and 
significantly different from CBT.  Therefore 
 
 
 
 
Appendix B: Table Summarising Studies Included in Systematic Review 
150 
 
 Studied content of 10 
sessions x2 
RCT?  How does it converge 
with social support, how does 
it diverge from CBT?   
those of social support workers 
in psychiatric hospital.  Also 
compared 10 befriending. 
sessions with 10 CBT sessions.   
befriending offers a different intervention to 
CBT – social support.  
15 2006 Naeem et 
al 
(UK). 
CBT N = 47, 
befriending N=43 
To examine effect of CBT on 
anxiety in patients with 
schizophrenia.  Sub-analyses 
of two RCTs, one of which 
compared CBT for 
schizophrenia with 
befriending.  
Assessment of anxiety 
symptoms using Brief Scale for 
Anxiety at baseline, end of 
therapy and follow-up.  ANOVA 
& t-test analyses. 
Anxiety levels of both groups improved at end 
of intervention.  Anxiety levels of Befriending 
patients relapsed at follow-up. CBT patients 
maintained reductions in anxiety at follow-up. 
 
16 2007 Samarasek
era et al. 
(UK) 
 
44 patients with 
schizophrenia.  (who 
formed befriending 
group in RCT of CBT vs. 
befriending) 
Investigated what variables 
predicted outcome in 
befriending. 
Regression analysis of change in 
overall symptoms during 
intervention and between 
baseline and 9 month follow-
up. 
After 9 months baseline delusions predicted a 
good outcome and baseline auditory 
hallucinations predicted lack of change 
following befriending. 
17 2000 Sensky et 
al. (UK) 
 
90 (CBT N=46, 
befriending N=44) 
To compare the efficacy of 
manualised CBT for 
schizophrenia with 
befriending control 
intervention.  Both delivered 
by nurses 
RCT.  Assessed at baseline, end 
of treatment (9 months) and 
follow-up (9 months later).   
Both interventions resulted in significant 
differences in positive symptoms, negative 
symptoms and depression at treatment end.  9 
months later CBT patients continued to 
improve, whereas befriending group lost 
gains. 
18 2012 Shawyer 
et al 
(Australia) 
 
43  
(71% schizophrenia) 
befriending: N=22 
ACE/CBT N=21 
 
Can CBT with ACT strategies 
reduce negative impact of 
command hallucinations, as 
compared to befriending? 
RCT.  Wait list vs. 15 session 
CBT/ACT vs. 15 sessions 
Befriending – & 6 month follow-
up. 
Both treatments were beneficial and no group 
differences in main outcomes.  Treatments 
provided different benefits.  
19 2000 Turkington 
& Kingdon 
(UK) 
 
19 (CBT group N=13, 
befriending group N=6) 
Investigated the use of CBT by 
psychiatrists for patients with 
schizophrenia.   
RCT comparing befriending with 
CBT in schizophrenia. 
Significant improvements in symptoms in the 
group treated with CBT but not in befriending 
group.  CBT group had shorter hospital stays in 
next 6 months. 
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20 2008 Turkington 
et al. 
(UK) 
N=59 (CBT=31, BF=28) 
out of 90 original 
subjects in previous 
study in 2000. 
Follow-up study of medium 
term durability (5 years) of 
effects of CBT & befriending. 
Measures of overall symptom 
severity, neg. symptoms, 
schizophrenia & Depression 
administered at baseline, end 
intervention, 9 month follow-up 
& 5 year follow-up. 
Compared to befriending plus treatment as 
usual, CBT showed significantly greater & 
more durable effect on overall symptom 
severity, level of negative symptoms.  No 
differences between Befriending & CBT on 
measures of depression or schizophrenia. 
 
 
 
 
Appendix C: Table Summarising Befriending Interventions  
152 
 
 Authors & 
location 
Date Befriending: 
Was it called ‘befriending’?   
What was the intervention set-up?   
Meet in 
community? 
Meet weekly?   Duration? Training? 
1 Allott et al. 
(Australia) 
2011 Yes.   
Sessions took place in various locations – at home, clinic, 
neutral location. 
Paid AU$20 for 1year follow-up interview for Jackson study. 
Manualised befriending from a manual of befriending as a 
control intervention.  Focus was on talking.  
No Matching 
Variable – often 
at home or clinic.  
If talking was hard 
then activities 
including walking 
could be used. 
Up to 20 sessions 
in 12weeks 
(>weekly) Actual: 
mean of 7 total 
sessions. 
3mths (12 
weeks) + 1 
year F/U. 
Yes – in that CPs 
delivered the 
interventions 
2 Bateman 
et al. 
(UK) 
2007 Yes. 
No Matching.  Befriending was delivered by psychiatric nurses.  
Befriending described as non-directive, but involved emotional, 
informational and practical support (including requesting and 
providing information, giving advice and helping help with 
activities). Discussed neutral topics – i.e. not illness. 
No.  Seen in clinic 
(but not explicitly 
stated). 
Once/ week for 
2mths.  Then: 
Average once 
every 2 weeks (19 
sessions in 9 
months) 
9mths 
(average)  
(F/U at 
9mths after 
end) 
Yes – in that 
trained nurses 
delivered 
Befriending 
3 Bendall et 
al. 
(Australia) 
2006 Yes. 
Manualised befriending from a manual of befriending as a 
control intervention. 
Befriending here seen as a directive technique.  
No Matching. 
Unclear, could be 
either clinic or out 
in the community. 
Goal >1x/week .  
Actual: mean 7 
sessions total. 
3 months. & 
1year follow-
up. 
Yes – in that CPs 
delivered the 
interventions 
4 Bendall et 
al. 
(Australia) 
2013 Yes.   
Sessions took place in various locations – at home, clinic, 
neutral location. 
Paid AU$20 for 1year follow-up interview. 
Manualised befriending from a manual of befriending as a 
control intervention.  Focus was on talking.  
No Matching 
Variable – often 
at home or clinic.  
If talking was hard 
then activities 
including walking 
could be used. 
Up to 20 sessions 
in 12weeks 
(>weekly) Actual: 
mean of 7 total 
sessions. 
3mths (12 
weeks) + 
1year F/U. 
Yes – in that CPs 
delivered the 
interventions 
5 Bradshaw 
& Haddock  
(UK) 
1998 Yes.   
Matched adult volunteers with people with long term mental 
illnesses. 
Not always.  most 
went out for 
activities 
Variable.  1hour-
4hours; daily-
monthly 
Typically weekly. 
Ongoing (1-
9mths at 
interview 
time). 
Yes.  Volunteers 
attended training 
course but no 
details given. 
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sometimes, some 
only saw at home 
Typically 1-3 
months. 
6 Davidson 
et al. (USA) 
2001 No - “Supported Socialisation.” Intervention – based on 
Compeer model (befriending), but difference was that clients & 
volunteers were matched and then given monthly stipend of 
$28/month to fund activities. 
Paid $20 to complete interview. 
Yes 
Social/ 
recreational 
activities in the 
community 
2-4hrs /week 9 months Yes –  
Volunteers had 
initial orientation 
& training 
session + 
monthly peer-
support mtgs. 
7 Davidson 
et al.  
(USA) 
2004 No - “Supported Socialisation.” Intervention – based on 
Compeer model (befriending), but difference was that clients & 
volunteers were matched and then given monthly stipend of 
$28/month to fund activities. 
 
Yes 
Social/ 
recreational 
activities in the 
community 
2-4hrs /week 9 months Yes – Volunteers 
had  initial 
orientation & 
training session + 
monthly peer-
support mtgs. 
8 De Paiva 
Barretto et 
al. 
(Brazil) 
2009 Yes. 
Befriending = ‘non-specific psychosocial support’. 
Non-directive sessions – offering sympathy but not using 
therapeutic techniques. 
No Matching. 
No.  Not reported 
but appears that 
all sessions 
occurred in clinic. 
~1x/ week - 20 
sessions (weekly 
to every 2weeks 
at end). 
21 week trial 
(5 months) 
+6 month 
follow-up. 
Yes – therapists 
were 2 
psychiatrists & 3 
CPs. But no 
training in 
befriending. 
9 Harris et al.  
(UK) 
1999
a 
Yes.   
Matched adult volunteers with adult women with depression.    
Met, talked to and listened to client, acted as friend. 
Not so much – 
mostly at home 
but encouraged 
to go out for trips 
in community.   
1 hour+ / week 1 year -  
interview at 
end. 
Yes.  Volunteers 
attended several 
interviews + 3 
days training. 
10 Harris et al. 
(UK) 
1999
b 
Yes.   
Matched adult volunteers with adult women with depression. 
Met, talked to and listened to client, acted as friend. 
Not so much – 
mostly at home 
but encouraged 
to go out for trips 
in community.   
1 hour+ / week 1 year -  
interview at 
end. 
Yes.  Volunteers 
attended several 
interviews + 3 
days training. 
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11 Jackson et 
al. 
(Australia) 
2008 Yes.   
Sessions took place in various locations – at home, clinic, 
neutral location. 
Paid AU$20 for 1year follow-up interview. 
Manualised befriending from a manual of befriending as a 
control intervention.  Focus was on talking.  
No Matching 
Variable – often 
at home or clinic.  
If talking was hard 
then activities 
including walking 
could be used. 
Up to 20 sessions 
in 12weeks 
(>weekly) Actual: 
mean of 7 total 
sessions. 
3months (12 
weeks) + 1 
year F/U. 
Yes – in that CPs 
delivered the 
interventions 
12  McCorkle 
et al. 
(USA) 
2008 Yes.  Matches adult volunteers with adult clients in treatment 
for SMI. 
-Adjunct to traditional services.  Clients receive ongoing mental 
health treatment and psychotherapy alongside. 
-Further details of intervention in other studies referenced. 
Yes but can also 
meet at home. 
(recreational 
activities) 
Yes - 4hours/ 
month 
usually 1hour/ 
week 
12 months+ 
(often years) 
Yes – Volunteers 
had 2 days 
thorough. 
13 McCorkle 
et al.  
(USA) 
2009 Yes.  Matches adult volunteers with adult clients in treatment 
for SMI. 
-Adjunct to traditional services 
-Clients receive ongoing mental health treatment and 
psychotherapy alongside. 
-Further details of intervention in other studies referenced. 
Yes but can also 
meet at home. 
(recreational 
activities) 
Yes - 4hours/ 
month 
usually 1hour/ 
week 
12 months+ 
(often years) 
Yes – Volunteers 
had 2 days 
thorough.  
14 Milne et al. 
(UK) 
2006 Yes. 
No Matching.  Befriending was delivered by psychiatric nurses.  
Befriending described as non-directive, but involved emotional, 
informational and practical support (including requesting and 
providing information, giving advice and helping help with 
activities). Discussed neutral topics – i.e. not illness. 
No.  Seen in clinic 
(but not explicitly 
stated). 
Once/ week for 
2months.  Then: 
Average Once 
every 2 weeks (19 
sessions in 9 
months) 
9months 
(average)  
(F/U at 9 
months after 
end) 
Yes – in that 
trained nurses 
delivered 
Befriending 
15 Naeem et 
al. 
(UK) 
2006 Yes. 
No Matching.  Befriending was delivered by psychiatric nurses.  
Befriending described as non-directive, but involved emotional, 
informational and practical support (including requesting and 
providing information, giving advice and helping help with 
activities). Discussed neutral topics – i.e. not illness. 
No.  Seen in clinic 
(but not explicitly 
stated). 
Once/ week for 
2months.  Then: 
Average Once 
every 2 weeks (19 
sessions in 9 
months) 
9months 
(average)  
(F/U at 9 
months after 
end) 
Yes – in that 
trained nurses 
delivered 
Befriending 
16 Samarasek
era et al. 
(UK) 
2007 Yes. 
No Matching.  Befriending was delivered by psychiatric nurses.  
Befriending described as non-directive, but involved emotional, 
No.  Seen in clinic 
(but not explicitly 
stated). 
Once/ week for 
2months.  Then: 
Average Once 
9months 
(average)  
(F/U at 9 
Yes – in that 
trained nurses 
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informational and practical support (including requesting and 
providing information, giving advice and helping help with 
activities). Discussed neutral topics – i.e. not illness. 
every 2 weeks (19 
sessions in 9 
months) 
months after 
end) 
delivered 
Befriending 
17 Sensky et 
al.  
(UK) 
2000 Yes. 
No Matching.  Befriending was delivered by psychiatric nurses.  
Befriending described as non-directive, but involved emotional, 
informational and practical support (including requesting and 
providing information, giving advice and helping help with 
activities). Discussed neutral topics – i.e. not illness. 
No.  Seen in clinic 
(but not explicitly 
stated). 
Once/ week for 
2months.  Then: 
Average Once 
every 2 weeks (19 
sessions in 9 
months) 
9months 
(average)  
(F/U at 9 
months after 
end) 
Yes – in that 
trained nurses 
delivered 
Befriending 
18 Shawyer et 
al. 
(Australia) 
2011 Yes. 
Friendly conversations, like those with a friend on topics of 
interest and enjoyment.  Focus on conversation. 
No Matching. 
No, but could 
explore neutral 
activities if 
conversation is 
hard. 
Goal:  15 weekly 
sessions. 39 
received 12+ 
sessions. 
15weeks (3-4 
months) 
Yes – clinical 
staff trained 
using befriending 
manual & regular 
peer supervision. 
19 Turkington 
& Kingdon 
(UK) 
2000 Yes.   
No Matching.  Befriending was delivered by psychiatrist in form 
of non-directive discussion around neutral topics, such as 
interests and domestic matters.  Didn’t talk about treatment. 
No.  Seen in clinic 
by psychiatrist at 
home, hostel, day 
hospital or 
inpatient unit. 
6 sessions in 
2months  
2 months 
(baseline, 1 
month, 
2month). 
Yes – in that 
Befrienders were 
trained 
psychiatrists. 
20 Turkington 
et al. 
(UK) 
2008 Yes. 
No Matching.  Befriending was delivered by psychiatric nurses.  
Befriending described as non-directive, but involved emotional, 
informational and practical support (including requesting and 
providing information, giving advice and help with activities). 
Discussed neutral topics – i.e. not illness. 
No.  Seen in clinic 
(but not explicitly 
stated). 
Once/ week for 
2months.  Then: 
Average Once 
every 2 weeks (19 
sessions in 9 
months) 
9months 
(average)  
(F/U at 9 
months after 
end) 
Yes – in that 
trained nurses 
delivered 
Befriending 
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# Questions asked for all studies: Weight  
1 Are the authors credible? 1 
2 Is the literature review comprehensive and up-to-date? 2 
3 Is the rationale for undertaking the research clearly outlined? 3 
4 Is the aim of the research clearly stated? 2 
5 Are all ethical issues identified and addressed? 3 
6 Is the choice of methodology identified and justified? 4 
7 Are all interventions (including control conditions) clearly and sufficiently 
described? 
4 
 Quantitative studies: Qualitative studies:  
8 Is the study design clearly 
identified?  Is the rationale for 
the choice of design evident? 
Are the philosophical background 
and study design identified and the 
rationale for choice of design 
evident? 
5 
9 Is an experimental hypothesis 
clearly stated?  Are the key 
variables appropriate and clearly 
defined? 
Are the major concepts identified 
and appropriate for the participant 
group? 
4 
10 Is the population identified? Is the context of the study outlined? 3 
11 Is the sample adequately 
described and reflective of the 
population?   
Was the recruitment strategy 
justified? 
Is the selection of participants 
described and the sampling method 
identified?  Is the recruitment 
strategy justified? 
5 
12 Was study power reported and 
sufficient?  Is the sample size 
appropriate?  Was the 
intervention duration sufficient to 
detect change?  
Was the choice to stop recruiting 
justified?  Was sufficiency / 
saturation reported on and reached? 
5 
13 Have appropriate steps been 
taken to control for sources of 
bias (e.g. blinding, method of 
allocation, attrition)? 
Have the researchers critically 
examined their own role/position 
and the potential for bias and 
influence? 
5 
14 Is the method of data collection, 
including measures used, valid 
and reliable?   
Is the method of data collection, 
including any materials used, 
appropriate and auditable? 
4 
15 Is the method of data analysis 
valid and reliable? 
Is the method of data analysis 
credible and confirmable? 
4 
16 Are results presented in a way that is appropriate and clear?   3 
17 Is the discussion comprehensive? 3 
18 Are the results generalizable? Are the results transferable? 3 
19 Is the conclusion comprehensive?  Are its claims reasonable? 2 
 Maximum Total Score: 65 
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their affiliations, as well as the corresponding author's contact details. A template can be 
downloaded from here.  
• Tables should be typed in double spacing, each on a separate page with a self-
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have a note indicating that extra material is available online. Please indicate clearly on 
submission which material is for online only publication. Please note that extra online only 
material is published as supplied by the author in the same file format and is not 
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For authors signing the copyright transfer agreement 
If the OnlineOpen option is not selected the corresponding author will be presented with 
the copyright transfer agreement (CTA) to sign. The terms and conditions of the CTA can be 
previewed in the samples associated with the Copyright FAQs below:  
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following Creative Commons License Open Access Agreements (OAA):  
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- Creative Commons Attribution Non-Commercial -NoDerivs License OAA  
To preview the terms and conditions of these open access agreements please visit the 
Copyright FAQs hosted on Wiley Author Services 
http://authorservices.wiley.com/bauthor/faqs_copyright.asp and visit 
http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html.  
If you select the OnlineOpen option and your research is funded by The Wellcome Trust 
and members of the Research Councils UK (RCUK) you will be given the opportunity to 
publish your article under a CC-BY license supporting you in complying with Wellcome Trust 
and Research Councils UK requirements. For more information on this policy and the 
Journal’s compliant self-archiving policy please visit: 
http://www.wiley.com/go/funderstatement.  
For RCUK and Wellcome Trust authors click on the link below to preview the terms and 
conditions of this license:  
Creative Commons Attribution License OAA  
To preview the terms and conditions of these open access agreements please visit the 
Copyright FAQs hosted on Wiley Author Services 
http://authorservices.wiley.com/bauthor/faqs_copyright.asp and visit 
http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html.  
7. Colour illustrations  
Colour illustrations can be accepted for publication online. These would be reproduced in 
greyscale in the print version. If authors would like these figures to be reproduced in colour 
in print at their expense they should request this by completing a Colour Work Agreement 
form upon acceptance of the paper. A copy of the Colour Work Agreement form can be 
downloaded here.  
8. Pre-submission English-language editing  
Authors for whom English is a second language may choose to have their manuscript 
professionally edited before submission to improve the English. A list of independent 
suppliers of editing services can be found at 
http://authorservices.wiley.com/bauthor/english_language.asp. All services are paid for 
and arranged by the author, and use of one of these services does not guarantee 
acceptance or preference for publication.  
9. OnlineOpen  
OnlineOpen is available to authors of primary research articles who wish to make their 
article available to non-subscribers on publication, or whose funding agency requires 
grantees to archive the final version of their article. With OnlineOpen, the author, the 
author's funding agency, or the author's institution pays a fee to ensure that the article is 
made available to non-subscribers upon publication via Wiley Online Library, as well as 
deposited in the funding agency's preferred archive. For the full list of terms and 
conditions, see http://wileyonlinelibrary.com/onlineopen#OnlineOpen_Terms 
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Any authors wishing to send their paper OnlineOpen will be required to complete the 
payment form available from our website at: 
https://onlinelibrary.wiley.com/onlineOpenOrder 
Prior to acceptance there is no requirement to inform an Editorial Office that you intend to 
publish your paper OnlineOpen if you do not wish to. All OnlineOpen articles are treated in 
the same way as any other article. They go through the journal's standard peer-review 
process and will be accepted or rejected based on their own merit.  
10. Author Services  
Author Services enables authors to track their article – once it has been accepted – through 
the production process to publication online and in print. Authors can check the status of 
their articles online and choose to receive automated e-mails at key stages of production. 
The author will receive an e-mail with a unique link that enables them to register and have 
their article automatically added to the system. Please ensure that a complete e-mail 
address is provided when submitting the manuscript. Visit 
http://authorservices.wiley.com/bauthor/ for more details on online production tracking 
and for a wealth of resources including FAQs and tips on article preparation, submission 
and more.  
11. The Later Stages  
The corresponding author will receive an email alert containing a link to a web site. A 
working e-mail address must therefore be provided for the corresponding author. The 
proof can be downloaded as a PDF (portable document format) file from this site. Acrobat 
Reader will be required in order to read this file. This software can be downloaded (free of 
charge) from the following web site: 
http://www.adobe.com/products/acrobat/readstep2.html. This will enable the file to be 
opened, read on screen and annotated direct in the PDF. Corrections can also be supplied 
by hard copy if preferred. Further instructions will be sent with the proof. Hard copy proofs 
will be posted if no e-mail address is available. Excessive changes made by the author in the 
proofs, excluding typesetting errors, will be charged separately.  
12. Early View  
The British Journal of Psychology is covered by the Early View service on Wiley Online 
Library. Early View articles are complete full-text articles published online in advance of 
their publication in a printed issue. Articles are therefore available as soon as they are 
ready, rather than having to wait for the next scheduled print issue. Early View articles are 
complete and final. They have been fully reviewed, revised and edited for publication, and 
the authors’ final corrections have been incorporated. Because they are in final form, no 
changes can be made after online publication. The nature of Early View articles means that 
they do not yet have volume, issue or page numbers, so they cannot be cited in the 
traditional way. They are cited using their Digital Object Identifier (DOI) with no volume and 
issue or pagination information. E.g., Jones, A.B. (2010). Human rights Issues. Human Rights 
Journal. Advance online publication. doi:10.1111/j.1467-9299.2010.00300.x 
Further information about the process of peer review and production can be found in this 
document: What happens to my paper?
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Participant Information Sheet 
For Research Study: 
Being a Christian with a Diagnosis of Psychosis 
 
About the study  
Experiencing a mental illness is nearly always a difficult time for us, particularly when 
this involves staying in hospital, but previous research has found that times of mental 
illness are also often significant times of growth or crisis in the spiritual journeys of 
people with a faith or spiritual beliefs.   
I am interested in finding out more about the experience of being a Christian who 
has been given a diagnosis of psychosis, either recently or in the past.  
 
 
What is Psychosis? 
The mental health charity Mind define psychosis as: 
“experiences, such as hearing or seeing things or holding unusual beliefs, which 
other people don’t experience or share. For many people, these experiences can be 
highly distressing and disruptive, interfering with everyday life, conversations, 
relationships, and finding or keeping a job.” 
 
 
What I want to find out: 
I want to explore the following questions: 
1. What is it like to be a Christian diagnosed with Psychosis? 
2. How do you feel about your diagnosis? 
3. What has your treatment for psychosis been like? 
4. What spiritual or religious support have you been offered as part of your 
treatment? 
5. Do you think your faith affects your illness (and vice versa)? 
 
 
Who is this study for? 
I will be interviewing people who meet all of these criteria: 
 You have a Christian faith (whatever Christian group you belong to – includes 
Catholics, Church of England, Quakers, etc…) 
 You have had a diagnosis of psychosis, recently or in the past, though it may 
not have been called ‘psychosis’.  Here are some terms that may have been 
used during your treatment if you have had Psychosis: 
o ‘Psychotic’ 
o ‘Delusions’ 
o ‘Schizophrenia’ 
o ‘Manic Depression’ 
o ‘Hearing voices’ 
o ‘Seeing things’ 
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 You have stayed in a psychiatric hospital (e.g. the Caludon Centre in Coventry) 
at least once in the past. 
 You are not experiencing severe symptoms of psychosis at the moment. 
 
 
Do I have to take part? 
No you do not have to take part if you do not want to, it is entirely your choice.  This 
is a University study, it is not being run by the NHS, so if you choose not to take part 
then it will not affect your treatment at all.  
 
 
Can I withdraw from the study? 
Yes, if you change your mind then you can contact me to say that you no longer want 
to be part of the study.  If you change your mind during the interview then I will stop 
the interview and if you do not want me to use the answers you have already given 
then I will not use them for the study.  If you have already had your interview then 
as long as you contact me within one month of your interview, you can ask me not 
to use your interview in the study.   
If you decide to withdraw, your recording and any electronic or written information 
about you will be destroyed and will not be used in the study. 
 
 
What will it involve? 
I will arrange to meet you on two occasions.  The first time will be for you to find out 
what the study involves and for me to find out whether you are suitable for the study.  
The second meeting will be for a one-hour interview in a quiet and private location 
that is convenient to you, such as a quiet room in the offices of a charity or in a 
university building.  Before you start your interview you will need to sign forms to say 
that you understand what the study will involve and that you are happy for your 
interview recording to be used in the study.   
I will use a ‘Dictaphone’ (sound recorder) to record the interview and a list of 
questions to ask you.  The questions will ask you about your experience of being a 
Christian with psychosis and your experiences of mental health treatment.  I may ask 
extra questions to find out more about what you have told me.  You do not have to 
answer all of the questions if you do not want to.  It is rather like having a 
conversation but with a prompt sheet. I am interested in your personal views and 
experiences. 
After your interview I will ask you how you have found the interview.  If you have 
found it very upsetting to talk about your experiences then I will talk with you about 
getting some extra support in order to cope. 
 
 
Are there any risks involved in taking part? 
The only risk in taking part is that you may find it upsetting to talk about the very 
personal subjects of experiencing mental health problems, receiving psychiatric 
treatment and what may have been a difficult time in your faith.   
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Are there any benefits of taking part? 
 I will be sharing the study results with local healthcare professionals and I 
hope to publish the findings of this study in an academic journal.  By taking 
part in this study your experiences and opinions will contribute to the results 
and will be heard by many professionals.  We hope this will help to improve 
mental health services for people with psychosis.   
 When the study report is written it is likely that it will quote some of what 
you have said, but I will make sure that this is anonymous (I will not use your 
name).   
 I expect that most people will find it helpful to talk about their experiences.  
 
 
Payment and Travel Expenses 
I am not able to pay you for taking part in this study.  If the cost of travelling to an 
interview for this study is difficult for you to afford, please discuss this with me.  I will 
attempt to find an interview location which is convenient both for you and for me.   
 
 
Keeping Your Information Private (Data Protection and Confidentiality). 
I realise that mental health problems and faith are very personal matters.  It is very 
important to me that what you say in your interview is kept anonymous (private).  
When I create a written version of your interview I will remove your name and use a 
number to identify who you are.  I will use passwords to protect all the information 
that I have about you.  Once the study is completed I will destroy any information 
that could identify you with your data (such as signed consent forms).  I will be the 
only person who has access to your data during the study.   
 
The only time when I would be unable to keep what you have told me confidential 
(private) is if you tell me something which makes me very concerned that either you 
or other people are in danger of harm.  If this happened then I would have to discuss 
what you have told me with either your GP, mental health services or the police. 
 
I will ask you for your permission to use your answers and to quote what you have 
said in the final report and any articles that we publish about the study.  If I quote 
what you have said I will not use your name and I will remove anything from what 
you have said that would tell other people who you are.  I hope that knowing this will 
help you to feel comfortable enough to tell me what your experiences of receiving 
treatment and having a diagnosis of psychosis have really been like. 
  
 
What if things go wrong?  Who to complain to? 
If I have to cancel an interview then I will try to contact you as soon as possible using 
the contact details that you have provided for me and I will try to arrange a new time 
for our interview which is convenient for you. 
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If you are unhappy about your experience of taking part in this study please contact 
me using the e-mail address at the end of this leaflet.  Alternatively you may contact 
one of my supervisors, whose contact details are also below.  If you still feel like you 
would like to make a complaint after you have contacted us then you may wish to 
contact the Coventry University Ethics team for the Faculty of Health and Life 
Sciences using this e-mail address: ethics.hls@coventry.ac.uk 
 
 
What can I do to help? 
As well as participating, if you know any other Christians with a diagnosis of psychosis 
then it would be helpful if you could pass on my details to them and an information 
sheet, so that they can decide whether they would like to contact me and participate 
in this study. 
 
 
Who has reviewed this study? 
This study has been reviewed by the Coventry University Ethics Committee and by 
staff from the Coventry and Warwick Universities Clinical Psychology Doctorate 
course. 
 
 
About the Researcher 
I am a Trainee Clinical Psychologist studying at Coventry and Warwick Universities.  
This study forms part of my Doctorate Thesis project.   
 
 
Contact Information 
Main Researcher: 
Tim Dore, Trainee Clinical Psychologist, Coventry and Warwick Universities, 
doret2@uni.coventry.ac.uk 
 
Supervisors: 
Jo Kucharska, Coventry University,  
jo.kucharska@coventry.ac.uk 
 
Adrian Neal, Coventry and Warwickshire Partnership Trust (NHS).  
adrian.neal@covwarkpt.nhs.uk   
 
Deborah Biggerstaff, Warwick University,   
D.l.biggerstaff@warwick.ac.uk 
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Participant Debrief Sheet 
For Research Study: 
Being a Christian with a Diagnosis of Psychosis 
 
Introduction 
Thank you for taking part in my research study.  This sheet has been created to let you know 
what we will do with the recording of your interview and to advise you about what to do if 
you find that you are feeling worse after speaking about your experiences. 
 
Is there anything more for you to do? 
No, once you have had your interview you do not have to do anything else for my study.  
 
What can you do to help? 
If you know any other Christians with a diagnosis of psychosis then it would be helpful if you 
could help me to make contact with them so that I can offer them the opportunity to 
participate in this study. 
 
What happens next? 
Now that your interview has been recorded, I will listen to it again and create a written copy 
of everything that was said.  Once I have collected enough interviews then I will read-through 
each interview several times and look for similar themes and differences in the answers that 
the people I interviewed gave me.  I will then write a report which will summarises the 
similarities and differences between the experiences of the people I have interviewed.  When 
I write this report I will use quotes from interviews to give examples of the experiences that 
people have described to me.  It is likely that I will use quotes from you in this report.  I will 
amend any details that could be used to identify you (make them anonymous). 
 
Who will hear about the study?   
I hope to have a report of this study published in an academic journal so that it can be read 
by many mental health professionals, chaplains and students.  In the local area I will share 
the results of this study with mental health professionals working in the area of psychosis 
and hopefully also with User Groups and Advocacy groups.  I will also create a short summary 
of the study findings to give to professionals and service users. 
 
Can you have a copy of the study results? 
Yes, if you would like a copy of the study findings then I will send you a summary of the report 
by e-mail or post once the study report is completed. 
 
Can you still withdraw my interview from the study if I change my mind about taking part? 
Yes, if you change your mind then you can contact me to say that you no longer want to be 
part of the study as long as you contact me within one month of your interview.  If you do 
this then your interview will not be used in the study.  If you feel that you no longer agree 
with a part of an answer that you give, you may contact me within a week of your interview 
to request for that answer to be changed. 
 
What to do if you feel worse 
The experiences of having a mental health problem and receiving treatment for mental 
health problems are both very stressful and distressing for most people.  For this reason, 
talking about these experiences today may have stirred-up some very painful memories.  If 
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you notice that you are feeling worse after your interview, please tell me about it so that I 
can talk to you about how you can find help and support.   
 
If you continue to feel worse after this interview and you would like to receive support, you 
may wish to speak to a healthcare professional, such as your GP or any mental health 
professionals that you see regularly, such as a CPN or the Crisis team.  Alternatively you could 
contact the Mental Health Matters helpline for support, guidance or information on 0800 
616171 (free from landlines), 0300 3305487 (from mobiles) or by text: 07786202242. 
 
Another service that may be particularly helpful for you is the Samaritans, who offer support 
over the phone, face-to-face and by e-mail or text.  The Samaritans will listen to you and ask 
helpful questions, but will not tell you what to do.  You can call them 24 hours a day.  The 
national number for Samaritans is 08457 90 90 90.  Here are the contact details for the local 
branch of the Samaritans in Coventry: 
 
Samaritans Coventry 
57 Moor Street 
Earlsdon 
Coventry, CV5 6ER 
 
Telephone: 02476678678 (Coventry). 
E-mail:  jo@samaritans.org 
Website:  www.samaritans.org 
(Usual hours open to receive callers at the door:  10:00am - 9:00pm). 
 
What if you have had a bad experience - Who to complain to? 
If you are unhappy about your experience of taking part in this study please contact me using 
the e-mail address at the end of this leaflet.  Alternatively you may contact one of my 
supervisors, whose contact details are also below.  If you still feel like you would like to make 
a complaint after you have contacted us then you may wish to contact the Coventry 
University Ethics team for the Faculty of Health and Life Sciences using this e-mail address: 
ethics.hls@coventry.ac.uk 
 
Contact Information 
Main Researcher: 
Tim Dore, Trainee Clinical Psychologist, Coventry and Warwick Universities, 
doret2@uni.coventry.ac.uk 
 
Supervisors: 
Jo Kucharska, Coventry University,  
jo.kucharska@coventry.ac.uk 
 
Adrian Neal, Coventry and Warwickshire Partnership Trust (NHS).  
adrian.neal@covwarkpt.nhs.uk   
 
Deborah Biggerstaff, Warwick University,   
D.l.biggerstaff@warwick.ac.uk 
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Interview Schedule 
Pre-Interview Checklist: 
 Who I am and Thank you for agreeing to take part. 
 Brief reminder of study focus and aims 
 Give demographics form to complete (if not already done). 
 Check – have they read and understood participant information sheet?   
 Signed participant consent form? 
 Reminder that the interview will be recorded and may be used in a published report, but 
their answers will be kept anonymous. 
 Reminder that they don’t have to answer each question and can withdraw at any point, 
which will not affect their treatment. 
 Explain – I have a list of questions which are just there to remind me.  I may take a few brief 
notes as we go along – is that Ok? 
 Any questions to ask about the study before we begin? 
 
 
 (If unclear, use reminder of Mind’s definition of psychosis): 
“Experiences, such as hearing or seeing things or holding unusual beliefs, which other 
people don’t experience or share. For many people, these experiences can be highly 
distressing and disruptive, interfering with everyday life, conversations, relationships, 
and finding or keeping a job.” 
 
<start recording> 
Getting to know you 
I’ve got a few questions here , some of which I’ll ask you later on, but most of all I’m 
interested to get to know you and understand a bit about what your life has been like.  
That way I’ll understand where you’re coming from. 
1. So to start off with I wonder whether you could tell me a bit 
about yourself? 
 [Prompt]  And what has life been like for you up to now? 
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2. May I ask what made you decide to volunteer to talk to me?  
 
 Was there anything that you had in mind to tell me about today? 
 
Attitude towards own diagnosis 
3. Thinking of when you received your diagnosis, can you tell me a 
bit about that experience? 
4. When did you first hear anyone talk to you about your diagnosis?   
5. What happened?  Can you describe it to me?  
6. How did it make you feel? 
7. Had anyone mentioned the term ‘psychosis’ to you before? 
 [Prompt]  How did you feel about your diagnosis at the time?  
 >>[Probe - If in the past] How about now? 
 >>[Probe] How did your family or loved ones respond to your diagnosis? 
 >>[Probe] How do they respond to your diagnosis now? 
 
Experiences of mental health treatment 
8. How would you describe your experience of the treatment you 
received for your illness? 
 [Prompt] What was your treatment like, as a patient diagnosed with 
psychosis?  (For example if you stayed in a clinic or a mental health unit, or 
when you went for appointments?) 
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o >> [Probe] Can you remember any good experiences you had there? 
o >> [Probe – if yes]  Can you tell me about them? -  About a good experience 
you have had during your treatment? 
o >> [Probe]  Can you tell me about any bad experiences you may have had 
during your treatment? 
o >> [Probe – if in past]  What has it been like since your treatment?  (What 
have your experiences been like?) 
9. Have you attended any other services outside the NHS when 
experiencing psychosis / during your illness? 
 [prompt – if yes]  What was your experience of these services? 
 
Experiences of treatment as a Christian  
10. What are your thoughts about talking to professionals about your 
faith and beliefs? 
 [Prompt]  for example, have you ever spoken to religious professionals in 
the health service, such as a hospital Chaplain, about your faith? 
  [Prompt]  Have you ever spoken to mental health professionals such as 
nurses, psychiatrists or psychologists about your faith?  
 >>[Probe – if yes].  How did that person / member of staff respond 
to you speaking about your faith?   
 >>[Probe – if yes]  Have you spoken to any others?  How 
did they respond? 
 >> [Probe – if no].  Were there any reasons that you chose not to 
speak to staff about your faith? 
11.  In your experience, have mental health professionals asked you 
about your faith or spiritual beliefs? 
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 [prompt - if yes]  What has been your experience of them asking you about 
your faith 
 [prompt – if no] Do you have any thoughts about whether Mental Health 
professionals should ask patients about their faith or beliefs? 
12.  Have you spoken to people at church about your experiences of 
psychosis or other mental health problems? 
 [prompt – if yes] What has been your experience of talking to them about 
your faith? 
 [Prompt – if no]  Did you choose not to speak to people at church about 
your illness? 
i. [probe – if yes] were there any reasons that you chose not to speak 
to people at church about your illness? 
Next I’d like to move on to talk about your understanding of faith and mental illness. 
 
Distinction / confusion of faith and psychosis 
13.  What are your thoughts about whether professionals see your 
Christian faith similarly or differently to the way they see 
symptoms of psychosis? 
14. Have you ever felt that your faith experiences were seen by 
professionals caring for you as being symptoms of psychosis / 
due to your illness? 
 >>[Probe] Could you tell me more about this experience? 
 >>[Probe] How did you feel about this experience at the time? 
 >>[Probe] How do you feel about it now? 
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15. Do you think you have ever confused part of your illness / a 
psychotic experience with a faith experience?   
 
 [prompt] Can you tell me a little bit about what happened? 
 
 >> [probe] In your view, can the kind of experiences you describe of illness 
/ psychosis also be spiritual experiences? 
 
 >> [probe] Do you think it’s possible to tell the difference between 
experiences of faith and psychosis? 
 
Being a Christian with Psychosis 
16. What is it like being a Christian diagnosed with psychosis? 
 [Prompt] Do you think that having psychosis is different for Christians, than 
for other people? 
 >>[Probe]  Are there any ways in which it is easier to cope with your 
diagnosis (i.e. psychosis) as a Christian? 
 >>[Probe]  Are there any ways in which it is more difficult for you to cope 
with your diagnosis (i.e. psychosis) as a Christian? 
17. Do you know any other Christians who have been given a 
diagnosis of psychosis?   
 >>[If yes – Probe] Can you tell me a little bit about what it was/is like for 
them to be a Christian diagnosed with psychosis? 
 >> [If yes - Probe] Do you know anything about what their experience of 
treatment has been like?  
 >> [If yes – Probe] Have they ever felt that professionals saw their faith 
experiences as symptoms of psychosis? 
 
Suggestions and Further Comments 
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18.  What are your thoughts about whether mental health services 
could be improved for Christians with Psychosis?   
 [Probe]  Do you have any ideas or suggestions about what changes could 
be made?  
 
19.  Is there anything that you would like to tell me before we finish? 
<stop recording> 
 
Debrief 
Thank you for taking the time to be part of this study.  Your experiences, opinions and ideas 
are really valuable in helping me to better understand this topic.   
 How do you feel after answering these questions? 
 Are you feeling upset or unhappy about anything that we have talked about?
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Researcher’s Response to Ethical Review: 
------------------------------------------------------------------------------------------------------------------------- 
Addressee:  Coventry University Ethics Committee – Health and Life Sciences (HLS). 
Regarding:  P9236 - Experiences of Faith, Illness and Psychiatric Treatment for Christians 
Diagnosed with Psychosis. 
Researcher:  Tim Dore, Trainee Clinical Psychologist 
 
Thank you for reviewing my ethics proposal and for granting it approval with minor 
modifications.  I have discussed your feedback with my supervisors and will address your 
comments below.  I am submitting this response, together with the related documents, both 
to you and to my supervisors. 
 
Response to Ethics Feedback 
1)  Experience of working with individuals with psychosis 
I have worked with individuals with psychosis on several occasions and performing different 
roles.  Initially I worked voluntarily for a year as a befriender to a man with schizophrenia, I 
then worked for six months as a nursing assistant on psychiatric wards, in which a large 
proportion of patients had previously or were currently experiencing psychosis.  I later worked 
voluntarily for several months with homeless and vulnerable individuals, many of whom had 
multiple complex needs including substance misuse problems and mental health problems 
such as psychosis.   
As a Trainee Clinical Psychologist I am undertaking a series of six month placements working 
therapeutically with clients in a range of clinical settings.  This has given me further experience 
of working directly with individuals experiencing a wide range of psychiatric problems.  
Through this experience I have worked with individuals with very challenging behaviours.  In 
this role and my previous clinical roles I have managed stress and have worked independently, 
whilst also making appropriate use of supervision.  I am attaching a brief summary of the 
current and previous roles I have performed in which I have worked with individuals who have 
severe and enduring mental health problems such as psychosis.   
I have discussed these experiences with my supervisors, who are satisfied that I am sufficiently 
experienced in working with the client group in question to conduct interviews independently. 
 
2) Section 12 point 9 
As advised this point has been changed from ‘no’ to ‘yes’.  As I am unable to modify the 
online version of the ethics form now that it has been submitted and approved I have made 
this change to a copy of the ethics form in a Microsoft Word document. 
 
3) Informed consent form 
The wording has been amended as requested to include an additional statement, 
acknowledging that participation in the study will not affect future treatment.  The 
university logos have also been checked as advised.  
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4) Participant Debrief Sheet 
The wording of the debrief sheet has been modified to include reference to participants 
contacting healthcare professionals with whom they would usually have contact, such as GP, 
CPN etc. 
 
5) Interview Schedule 
In discussion with supervisors it was agreed that the wording of the interview schedule 
questions would benefit from being less closed.  The schedule will be revised accordingly.
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Thematic map of emergent themes for one participant’s transcript: 
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Thematic map synthesising emergent themes for all participants.  This was created 
late in the analysis process during the iterative revisions of the thematic structure 
prior to writing-up the analysis. 
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Extracts from the reflective journal kept during the research process are presented 
below.  In the interests of confidentiality these quotations have been anonymised.  
 
 
Meeting at a mental health charity to promote the study to service users: 
“The service users at [the charity offices] were certainly a different category of 
participant to those I have interviewed so far.  Whereas my participants have all 
been middle-class and been fairly stable, these service users seemed a lot less well.  
I was in a drop-in environment and the service users seemed more like people who 
would be seen on an acute psychiatric ward.  My impression was of people on anti-
psychotic medication whose lives had fallen apart more, or more recently… I 
immediately felt less at ease, less comfortable, less welcome.  I was aware that I 
was wearing my work gear, so immediately I will have reminded them of authority 
figures – perhaps Psychiatrists – and put them on guard – activated a 
defensiveness, perhaps. 
I realised that I need to beware of judging whether someone is appropriate on the 
basis of whether they are similar or different to my other participants.  I need not 
to confuse non-middle class [individuals with psychosis] with [being] non-
appropriate – people may struggle to express themselves as eloquently but still be 
well enough… then again the sense I got that these people were less likely to be 
appropriate may have been correct.” 
 
Interview A: 
“interesting to be a person doing research and hearing about faith experiences 
whilst in ‘work mode’.  Did I have more of a scientific mind today?  I perhaps felt a 
bit more disconnected with her references to scripture than I would normally do in 
a church setting.” 
 
“I was always trying to avoid being leading and I tried only to reflect back what she 
had already said to me.  …I felt at some points my reflections slightly created 
distance between us.” 
 
Interview B:  
“Being neutral was harder this time – perhaps because I felt more in agreement 
with this participant – they held more similar views to me.  I found it hard at first 
not to mention that I had [had] similar experiences to them” 
 
Interview C: 
“We covered a great deal in the time and I felt actually that we didn’t go into great 
depth with any of it.  Perhaps I was feeling that she wasn’t completely emotionally 
present – there weren’t any instances of strong emotion in the room, but on the 
other hand we did explore some experiences quite thoroughly and achieved good 
coverage.” 
 
Interview D: 
“Being asked ‘how old are you?’ first of all was amusing, this was followed-up with 
‘are you a Christian yourself’ and ‘where do you go to church?’  It was important for 
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[the participant] that I was a Christian as well as training as a Psychologist.  I 
wondered as she asked me these things whether to disclose my faith – was that 
being non-neutral?  ‘Colluding’?  That seems a rather strong word to use for it, but 
it felt perhaps like stepping away from impartiality…  Certainly in this case it helped 
trust and rapport [to disclose].” 
 
“It is hard to withhold all opinion in a situation in which you are discussing 
something you’re really interested in.” 
 
Interview E: 
“Another tricky situation was [the participant] saying (about an incident of bad 
practice) ‘I mean what do you think about that?’ – putting me on the spot to 
condemn another clinician – again I was acutely aware of not wanting to be 
anything but neutral, but feeling that it was rejecting of my participant not to agree 
– and my real feeling was that I wanted to agree with him.  In past interviews I have 
expressed surprise at bad practice but not explicitly condemned – this felt like a 
valid compromise.” 
 
